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MEMO FROM THE PUBLISHER 


YEARS AGO editors selected articles on either a hit-or-miss or 
a first-come-first-published basis. Facing a pile of manuscripts, 
the editor made two piles out of one. “These on the right,” 
he said, “are good. They will interest our readers. These on 
the left are neither good nor interesting.” Strangely, no one 
asked for the reader’s opinion. 

Today, it’s a different story. Deciding what readers like and 
don’t like is no longer the editor’s job. It’s been taken over by 
highly specialized firms such as the Eastman Research Organiza- 
tion. Skilled interviewers talk to readers in all parts of the coun- 
try. On the basis of a collective report, necessary changes and 
modifications are made. 

Each year, Eastman representatives interview GP readers from 
Maine to California. They aren’t striving to prove a thing. In- 
stead, they simply want to know the doctor’s opinion of GP. 
What does he like? What doesn’t appeal to him? What is there 
too much of? Not enough of? What articles does he read? 

It sounds both complicated and time-consuming. Actually, 
a trained interviewer can get a complete picture in less than an 
hour. His reports, plus those of other interviewers, are mailed 
to the Eastman Organization where they are carefully scrutinized 
and analyzed before a final report is submitted. 

From these reports, we learn the wishes and desires of the 
more than 21,000 doctors who receive GP. We have not only a 
statistical reader interest study but also the doctor’s thoughts 
and comments. Based on this information, any changes we make 
are almost certain to increase GP’s value to the reader. If you 
keep a file of GP’s, compare this issue to one you received two 
or three years ago. You'll discern some changes. Each has been 
made on the basis of reader preference as revealed by our annual 
research studies. 

When GP was launched less than six years ago, perpetual 
cynics warned that we were entering an already overcrowded 
field. We were encouraged, however, by the advice of a promi- 
nent advertising agency head. This man, often regarded as 
the dean of pharmaceutical advertising, cogently reminded us 
that “there is always room at the top.” No small part of GP’s 
resounding success is due to the cooperation and advice of 
Mr. Eastman and his staff. 

We mention these periodic surveys because we recently re- 
ceived Eastman’s latest report. Although we would like to pass 
along the results, Eastman reports are for the confidential use 
of the editorial staff. Perhaps Mr. Eastman would let us say we’re 
pleased. (We are.) 

Someday, an interviewer may ask for your opinion of GP. 
When he does, cooperate with him and realize that he is help- 
ing us make GP an even better magazine. 


—M.F.C. 






































Established Uses of TH OR AZ I N E “4 


‘Thorazine’ has shown its dramatic usefulness and versatility 
in the following: 





nausea and vomiting 

mental and emotional disturbances 
alcoholism 

hospitalized psychiatric patients 
severe pain 

obstetrics and surgery 

behavior disorders in children 
intractable hiccups 

status asthmaticus 

neurodermatitis and severe itching 


drug-addiction withdrawal 
symptoms 





“Thorazine’ Hydrochloride is available in 
10 mg., 25 mg., 50 mg. and 100 mg. 
tablets; 25 mg. (1 cc.) and 50 mg. 

(2 cc.) ampuls; and syrup (10 mg./5 cc.). 





Smith, Kline & French Laboratories, Philadelphia 1 


*T.M. Reg. U.S. Pat. Off. for S.K.F.’s brand of chlorpromazine. 
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SECRETARY’S NEWSLETTER 


SEPTEMBER, 1955 





Significant Events 


Folsom Questions 
Reinsurance Plan 


Congress Anticipates 
Controversial Session 


Sleeper Provision 
Triples Vaccine Fund 


>» The old Eisenhower—Hobby reinsurance plan may not survive 
HEW Secretary Marion Folsom's critical appraisal. Regarded 
by former Secretary Hobby as the keystone of the Eisenhower 
health program, the plan lacks Folsom's full approval. 

Pointing out that a workable program has not yet been 
found, Folsom said that he is "taking a new look at the 
whole business of health reinsurance." 

Folsom added that he favors the utmost use of voluntary 
insurance plans and opposes subsidies on the grounds that 
one subsidy simply leads to another. He regards continuance 
of income as the most important facet of sickness benefit 
plans. 


Second, Folsom ranks a $100 deductible voluntary insurance 
plan which would cover three-fourths of catastrophic illness 
costs up to $5,000 to $10,000. He also favors compulsory 
Sickness benefits and would like to see voluntary plans 


cover nursing costs and ordinary care in chronic cases after 
Blue Cross benefits run out. 





















































>» Leaving a low flame under the legislative burner, Congress 
adjourned August 2. Controversial issues such as reinsur- 
ance and compulsory OASI coverage will continue to simmer 
during a five-month legislative lull. 

During the 1955 session, Congress enacted a limited amount 
of health legislation. Substantially more was pigeonholed. 
Highlighting, Congress: 


Launched a national survey of mental health and mental 
illness problems ... 


Instituted a program of federal grants to states for the 
purchase of Salk vaccine ($350 million appropriated) and... 
Approved distributing larger amounts of federal surplus 

property to hospitals and medical schools. 

Other bills assed by the House, are awaiting Senate 
action. One amends the Social Security by instituting 
permanent and total disability benefits. A second 
authorizes the Army, Navy and Air Force to commission 
osteopaths on a parity with MDs. 

Not to be outdone, the Senate approved three bills which 
now require House endorsement. The most important would 
establish a three-year $90 million federal grant to promote 
construction of research facilities in hospitals, clinics 
and medical schools. 

High-priority items scheduled for consideration early in 
1956 include bills to subsidize the enlargement of medical 
schools and prepaid health insurance plans, restrict 
veterans' hospitalization, abolish the Public Health 
Service Hospital system and permit self-employed pro- 
fessional people to establish retirement income funds via 
income tax deferments. 







































































> A last-minute date change tripled federal funds earmarked 
to help finance state polio vaccine programs. The 

million appropriation, intended to last 18 months, can now 
be spent by Feb. 15, 1956. 




















Academy Member 
Heads Committee 


Increase Academy 
Insurance Benefits 


Here and There 
In Fewer Words 








Lister Hill, (D~Ala.), chairman of the Senate Labor and 
Public Welfare Committee, led the campaign for a free’ 


vaccine program. - Thanks to the sleeper provision, Hill won 
a running battle with the Administration which argued that 
vaccine should not be distributed free as many parents 
could afford to pay for it. 

Of the total amount, $25 million will be used to purchase 
vaccine. This is more than enough to purchase all the 
vaccine that manufacturers are likely to market between 
now and February. 

Estimates indicate that the Government will pay 78 cents 
per shot. At this price, the $25 million will buy more than 
S52 million injections. If, by February, the fund is low, 
Congress can be expected to appropriate an additional 
amount. 








>» Academy member W. C. Stover, Boonville, Ind., has been 
named chairman of the AMA's special seven—man committee to 
review the functions of the Joint Commission on Accredita— 























tion of Hospitals. 








Other members of the committee, none of whom are members 
of the AMA's Council on Medical Education and Hospitals or 
of the JCAH, are Drs. John F. Burton, Oklahoma City; Gerald 
D. Dorman, New York; George F. Gsell, Wichita, Kan.; Eugene 
F. Hoffman, Los Angeles; T. C. Terrell, Fort Worth, Tex.; 
and George A. Unfug, Pueblo, Colo. 


Dr. E. Vincent Askey, speaker of the AMA House of Dele- 
gates, hopes that the committee will submit a report during 
the June Chicago meeting. 


> Members who have bought "catastrophic sickness insurance" 
for themselves and their families through the Academy's low 
rate group plan received good news from the Insurance Com— 
mittee last month. All members under age 60 received a 
letter from committee chairman Earl Van Horn announcing that 
a favorable experience rating has induced the American 
Casualty Company to double the term of the policy without 
any increase in premium. 

Effective at once the Academy's group plan for major 
medical expense coverage provides benefits up to $5000 above 
a deductible sum of $500 over a period of two years. Fora 
number of years organized medicine has advocated cata- 
strophic health insurance with a deductible feature on the 
grounds that the average person is able to pay for small 
bills but is sometimes faced with financial catastrophe in 
the event of prolonged and serious illness. It is fitting, 
therefore, that the Academy should be the first medical 
association to offer such a plan to its own members. 

The Academy's plan is unique and especially designed for 
its members. Recognizing the custom of professional recip- 
rocal courtesy, the premium for the Academy's plan does not 
cover medical fees but only hospital and nurse expense. All 
eligible members will receive further literature about the 
program shortly. 












































> It's not too early to begin planning for the Academy's 
Eighth Annual Scientific Assembly in Washington next 
March 19 to 22. All scientific sessions, scientific 
exhibits and technical exhibits will be in the Washington 
Armory. The Congress of Delegates will convene on March 17. 
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Broad Street, Columbus ; Executive Secretary : Eart D. McCat- 
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LISTER, M.D., 209 South High Street, Columbus 15 

Oklahoma. President: Ear: M. Lusk, m.p., 915 South Cincin- 
nati, Tulsa; Secretary-Treasurer: V. M. RUTHERFORD, M.D., 
328 East Aeronca, Midwest City; Executive Secretary: MARY 
Lou Crauan, 1227 Classen Drive, Oklahoma City 3 

Oregon. President: Davin G. Duncan, M.D., 2400 N.E. Alberta, 
Portland; Treasurer: Stantey A. Boyp, M.D., 716 Medical- 
Dental Building, Portland; Executive Secretary: Mr. J. J. 
Apams, 106 S.E. 109th Avenue, Portland 16 

Pennsylvania. President: ARTHUR CLATEMAN, M.D., 757 Warring- 
ton Avenue, Pittsburgh; Secretary-Treasurer: Horace W. 
EsHBACH, M.D., 4450 State Road, Drexel Hill 

Rhode Island. President: Samuet D. Ciark, M.D., 209 Hope Street, 
Bristol; Secretary-Treasurer: RicHarD J. KRAEMER, M.D., 2907 
Post Road, Greenwood, P.O. Warwick 

South Carolina. President: Kirsy D. SHEALY, M.D., 1419 Blanding 
Street, Columbia; Secretary-Treasurer: Horace M. Wuirt- 
WORTH, M.D., 301 East Coffee Street, Greenville 

South Dakota. President: Joun Hacin, m.p., Drawer N, Miller; 
Secretary-Treasurer >MaGni Davipson, M.D., Brookings Clinic, 
Brookings 

Tennessee. President: S. OGLE JonEs, M.D., 103 East Swan Street, 
Centerville; Secretary-Treasurer: D. J. Jouns, M.p., 313 Ben- 
nie-Dillon Building, Nashville 

Texas. President: L. BonHAM JONES, M.D., 929 Manor Drive, San 
Antonio; Secretary-Treasurer: Woopson W. Harris, M.D., 
308 West 15th Street, Austin; Executive Secretary: Mr. Don- 
ALD C. Jackson, 308 West 15th Street, Austin 

Utah. President: Russet N. Hirst, m.p., 385 Twenty-fourth 

Street, Ogden; Secretary-Treasurer: AARON Betnap Ross, 

M.D., 3419 Riverdale Road, Ogden 





Vermont. President: Wayne GrirrirH, M.D., Ellsworth Medical 
Group, Chester; Secretary: Wit1am H. Hetnincer, M.D., 37 
Buell Street, Burlington 

Virginia. President: Rurus Brirratn, M.D., Jeffersonville Hospital, 
Tazewell; Secretary: Russet, G. McALLIsTER, M.D., 1016 West 
Franklin Street, Richmond 20; Treasurer: Cart W. MEapor, 
M.D., 622 North Boulevard, Richmond 20; Executive Secre- 
tary: Mrs. Louise B. Greiner, 1105 West Franklin Street, 
Richmond 20 

Washington. President: Errott W. Rawson, M.D., 1002 Medical- 
Dental Building, Seattle; Secretary-Treasurer: Joun C. Ety, 
M.D., East 10706 Sprague Avenue, Opportunity; Executive 
Secretary: Mrs. KATHERINE LEHMAN, 726 West Sixth Avenue 
No. 2, Spokane 4 

West Virginia. President: THomas MaxrieLp Barer, M.D., 1204 
East Washington Street, Charleston; Secretary: Seicte W. 
Parks, M.D., 102 Adams Street, Fairmont; Treasurer: Myer 
BoGaRAD, M.D., 1732 Main Street, Weirton 

Wisconsin. President: C. F. McDona.p, m.p., 2602 East Okla- 
homa Avenue, Milwaukee; Secretary-Treasurer: Rosert F. 
PurTELL, M.D., 758 North 27th Street, Milwaukee 8; Executive 
Secretary: Mr. Rosert Durour, 758 North 27th Street, Mil- 
waukee 8 

Wyoming. President: Richarp P. FrrzGeratp, M.D., 222 South 
Wilson, Casper; Secretary-Treasurer: Wittarp H. PENNOYER, 
M.D., Hynds Building, Cheyenne 

Alaske. Acting Secretary: J. Wittiam Gipson, M.D., 172 South 
Franklin, Juneau 

Hawaii. President: Joun W. Devereux, M.p., 1224 Punahow 
Street, Honolulu; Secretary-Treasurer: Ropert Y. Katsvuk1, 

p., 1515 Nuuanu Avenue, Honolulu 
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Therapeutically 
Unique 





Clinically 
Effective 


in the anemias... 
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**...cObalt is indicated in all cases in which the slowly regen- 
erating marrow requires a more forceful hematopoietic 
stimulus than is given by physiologic activators or a thera- 
peutically elevated iron level.” 

—Wolff, H.: Med. Monatsschr. 5:239 (April) 1951. 


“These studies show that oral cobalt therapy can stimulate 
erythropoiesis...” 
—Gardner, F. H.: J. Lab. & Clin. Med. 41:56 (Jan.) 1953. 


“Cobalt seems to stimulate...the bone marrow which under- 
goes progressive hyperplasia of all cellular elements with a 
consequent discharge of erythrocytes into the circulation.” 

—Kato, K.: J. Pediat. 1/:385 (Sept.) 1937. 


“In our series of cases, cobalt proved to be a powerful stim- 
ulant to erythropoiesis. ...” 


—Rohn, R. J.; Bond, W. H., and Klotz, L. J.: 
J. Indiana State Med. Assn. 46:1253 (Dec.) 1953. 


**‘Hematopoietic responses to therapy with cobaltous 
chloride, which were observed in each patient, indicate that 
cobaltous chloride produced an active stimulus to erythro- 
poiesis....” 

—Robinson, J. C., et al.: New England J. M. 240:749 (May) 1949. 


Roncovite has introduced a wholly new concept in the pre- 
vention and treatment of anemia. It is based on the unique 
hemopoietic stimulation produced only by cobalt. 


IN INFANCY—“The therapy used by us [Roncovite] was 
approximately equivalent in results to the transfusion of 14 
pints of blood weekly in adults.” 


—Rohn, R. J.; Bond, W. H., and Klotz, L. J.: 
J. Indiana State Med. Assn. 46:1253 (Dec.) 1953. 


“Cobalt appears to be of value in the prevention of the early 
anemia of premature infants, and if iron is administered 
simultaneously the risk of an iron deficiency anemia develop- 
ing from the fourth month onwards is considerably reduced.” 


—Coles, B. L., and James, U.: Archives of Disease 
in Childhood, 29:85 (April) 1954. 


As compared with controls, 16 premature infants receiving 
Roncovite Drops showed “‘significantly greater values in the 
mean hemoglobin and hematocrit levels...” 

—Quilligan, J. J., Jr.: Texas St. J. Med. 50:294 (May) 1954. 


IN PREGNANCY—“...57 of the 58 patients (98.2 per cent) 
maintained or improved their hemoglobin [with Roncovite].-: 
—Holly, R. G.: Obstet. & Gynecol., 5:562 (April) 1955. 
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Yours Truly... 


LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


Time Regrets Poor Guesswork 


Dear Mr. Cahal: 

Our thanks for your telegram commenting on the state- 
ment in Time’s April 25 story, ““Who Will Get the Vac- 
cine,” that ‘Washington hopes that the manufacturers can 
head off a vaccine black market, probably by allocating it 
directly to doctors—pediatricians first, then gynecologists, 
general practitioners last.” 

We’re sorry that we haven’t been able to answer earlier— 
this particular point is probably under your heading of old 
business by now. However, we’ve gotten a great deal of 
mail on the polio situation, and the people in our 
“Medicine” section have been so busy working on stories 
that it has been very hard to find time to go over the mail. 

At the time our April 25 story was written, confusion 
seemed the only sure thing. Definite plans for distributing 
the vaccine were not yet set up, and thus we had to specu- 
late on what was going to happen—and you'll notice that 
the sentence in question is phrased indefinitely, as a specu- 
lation should be. Our information for this statement came 
from a Washington, D. C. medical group, and a phar- 
maceutical house. 

As it turned out, our guess was wrong. We apologize for 
the inaccuracy and for any offense it may have caused 
general practitioners. 

BaRBARA STORFER 
Editorial Offices 
Time Magazine 
New York, N. Y. 


Time’s apologetic (or perhaps its just plain weak) reply was 


in answer to the following telegram, objecting to a story in its 
April 25 issue.—PuBLISHER 
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“Where in the world did your reporter get the idea that 
‘Washington hopes’ anti-polio vaccine would be allocated to 
pediatricians first, obstetricians second, and general practi- 
tioners last ? This was a wild and obviously aimless shot in the 
dark, but has nevertheless created wide and unnecessary con- 
sternation. Who is Washington ? The Secretary of the Depart- 
ment of Health, Education and Welfare and the Surgeon 
General of the US Public Health Service have categorically 
denied any such intention. Seventy-five per cent of all children 
are cared for by family physicians. Any well informed person 
would realize that it would be completely impractical to favor 
the one-fourth of the children cared for by pediatricians to the 
disregard of the general practitioners. As Time might have 
learned had it investigated more carefully, plans from the 
beginning were for a system of allocation based upon popula- 
tion distribution of children without discrimination for or 
against any particular group of doctors.”—Mac F. Canat, 
Executive Secretary, American Academy of General Prac- 
tice, Kansas City, Mo. 


“No Skim—No Flip—No Float” 
Dear Mr. Cahal: 


It’s true, isn’t it, that great minds sometimes fall into the 
same channel. I’ve been intrigued by your Memo in the 
June issue talking about “‘skimmers, flippers and floaters.” 
Takes me back to the early stages of our work when we 
identified readers as the skimmers, the skippers, the spot- 
ters and the pluggers. That was just experimental and we 
quit it partly because we found that readers couldn’t be 
so catalogued and any one guy might do all four things 
with a single publication or with different publications. 

However, it’s just possible you have missed one im- 
portant point and that is that readers often do pick up a 
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magazine like GP, not exactly to relax, but actually in 
periods of relaxation and because they like to read it rather 
than feeling that they have to. There isn’t as much of this 
“‘duty reading” of professional and trade magazines as is 
commonly supposed. They represent the field to which the 
reader has dedicated his life and therefore the most inter- 
esting thing in the world to him, so why shouldn’t he be 
more interested in them than in even a popular magazine? 

On the other hand it is true that the content of GP is of 
such a character that your readers can’t skim, or flip or 
float. They can’t get anything out of it that way. That in 
turn means concentration and justifies your policy of not 
encouraging the advertisers to try to compete with the 
authors. 

Roy O. Eastman 

The Eastman Research Organization 
New York, N. Y. 


Third Factor Defies Settlement 
Dear Sir: 


I have read with a great deal of interest the editorial en- 
titled “Coronary Artery Dilators,” which appeared on page 
54 in the May, 1955 issue of GP, in which your editorial 
writer unqualifiedly endorses the work of Russek et al. in 
the evaluation of drugs used in angina pectoris. 

Your editorial states, “The story of the pitfalls in clinical 


a 


evaluation of drugs is a familiar one,” and I sincerely 
question whether, by your endorsement of the Russek 
method of evaluation, you have not created another, and 
perhaps more dangerous, pitfall in the area of clinical 
evaluation. It should be apparent to even the most casual 
observer that the problem of determining the best method 
of evaluating drugs in angina pectoris is far from settled 
and is, in fact, a matter of considerable current controversy 

For example, your attention is invited to a letter to the 
editor of the Journal of the American Medical Association 
(157:1333) in which Robert C. Batterman, M.D. takes 
serious exception to Dr. Russek’s method of evaluating 
drugs in the treatment of angina pectoris. As Dr. Batter- 
man points out, “. . . physicians are not treating the elec- 
trocardiogram but an individual with pain related to 
coronary insufficiency. The way these drugs alleviate this 
condition is entirely unknown, but, because the electro- 
cardiogram is not changed, it does not mean that these 
drugs are not effective.” 

Apparently your editorial writer has taken it upon him- 
self to settle this controversy and, in so doing, has lent the 
authority of GP and of the American Academy of General 
Practice to this decision. I wonder whether he had thor- 
oughly informed himself of all the facts before taking this 
unequivocal stand. 

Frankly, our interest in this matter stems from the un- 
favorable mention of one of our products, “‘Metamine,” in 

































the editorial. However, I would like to point out that Dr. 
Batterman’s letter quoted above was totally unrelated to 
*‘Metamine” and was cited only to illustrate the point that 
large areas of disagreement exist among experts in this 
field. I welcome your comments. 
Joun W. Eckman 

Thos. Leeming & Co., Inc. 

Pharmaceutical Specialties 


New York, N. Y. 


The editorial in question (1) described the work of Russek 
and his associates and mentioned their conclusions; (2) noted 
that there are jrtfalls in evaluation of drugs, particularly 
drugs sponsored as coronary vasodilators; (3) ended with a 
plea for careful techniques in such evaluation. The editorial 
commends Russek for being a careful investigator. Perhaps 
this implies endorsement of his methods. If so, it does not imply 
that his are the only methods nor, indeed, the only CAREFUL 
methods. 

It is idle to accuse the “editorial writer” of trying “‘to settle 
this controversy” about drugs for treatment of angina pectoris. 
The controversy cannot be settled because three factors would 
need to be measured—pain (angina pectoris), ECG changes, 
and “coronary insufficiency.” Most investigators have meas- 
ured only one (pain). Russek measured two (pain and ECG 
changes). The third factor (“coronary insufficiency”) defies 
direct measurement at present.—Mepicat Eprror 


Let’s Hear from the Grass Roots! 


Dear Sir: 

Is there a majority of the members of the American 
Academy of General Practice in favor of social security 
for members of the profession ? I believe that there is a ma- 
jority and the Academy should sound this out for the in- 


dividual members. 
Howarp H. MILLIKEN, M.D. 


Hallowell, Maine 


We've been wondering about this too. Let’s hear from the 
rank and file—PuBLISHER 


What's Wrong with Numbers? ? 


Dear Sir: 
We want quality and numbers! 


A slogan or catch phrase has been introduced into the 
vocabulary of members of the American Academy of 
General Practice. It is: “We want quality, not numbers”. 
It was heard many times at the recent Scientific Assembly 
in Los Angeles. 


A slogan is a propaganda device which is used instead of 


sound argument or reasoning. If we are to use slogans, this 
one should be: “WE NEED QUALITY AND NUMBERS” 
1. We need quality because: 











(a) Education and professional skill enable us to better 
serve the American public. 

(b) Integrity and honesty gain us the respect of every- 
one including ourselves. 

(c) Thus we do better work, are rewarded for it, and 
lead more useful, happier lives. 

2. We need numbers because: 

(a) It takes numbers to win elections and thus protect 
ourselves. This is true at all levels of organizations, 
from hospitals on up. 

(b) We need numbers to help carry the financial load 
and divide the work we have to do. 

(c) Added numbers will extend the benefits of our 
postgraduate system to a larger portion of the 
American public. Everyone will profit thereby. 

In numbers there is strength. Ask yourselves what would 
be the position and stature of the American Academy of 
General Practice if we had 2,000 members instead of 20,000. 

There are many good general practitioners outside the 
Academy. We should ask those whom we know to carry 
their part of the load. Most of them would be glad to do so. 

Whenever we meet the slogan, ‘We want quality, not 
numbers,” we should refute it simply and completely, then 
go on to achieve the objectives and goals within our reach 
made possible by having both quality and numbers. 

LoREN SHROAT, M.D. 
Seattle, Wash. 
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Art Draws Comments 


Dear Sir: 

I was very pleasantly surprised by the excellent make-up 
on my article “The Symptoms of Diabetes Mellitus” on 
page 82 of the June GP. The skillful arrangement of the 
illustrations makes the article easier to read. This should 
be a big help in stimulating interest of practicing physicians 
in the detection of diabetes. 


James M. Moss, m.p. 
Alexandria, Va. 


While Author Moss expresses satisfaction with the make-u p 
on his article, Reader Bruskin, below, has other thoughts about 
the illustrations. —PUBLISHER 


Dear Sir: 

While reading the June issue of GP a question arose in 
my mind. What could be the purpose of drawings, such as 
those on page 58, or page 83? Compare them with the 
photographs on page 84 which are useful. Then again, what 
purpose could be in the drawings on page 86, 87, 88, 89 
(particularly the young man sitting on the john) ? Even of 
the photograph on page 91 of the gallbladder filled with 
stones. 


Since those drawings are not advertisements, they must 
cost money to make and reproduce. They even are a bit 


FOR THOSE WHO DEVELOP 
NASAL CONGESTION 


ON RESERPINE THERAPY 


‘Pyronil’ 


(PYRROBUTAMINE, LILLY) 


About 50% of all patients 
experience this annoying side- 
effect. ‘Sandril’ ¢ ‘Pyronil’ 
relieves 75% of those affected. 


Each tablet combines 0.25 mg. 
*‘Sandril’ and 7.5 mg. ‘Pyronil.’ 
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damaging to one’s self esteem (a doctor should not need 
funny pictures to have something explained to him). Or 
take the picture on the left upper corner of page 68; it is 
useless. If I needed something to refresh my memory about 
the excretion of urobilinogen, how much more helpful 
would a little diagram have been, like the one in Harrison’s 
Internal Medicine, page 156. 
However, most of GP’s articles are good. 
C. E. Brusk1n, M.D. 

Hartford, Conn. 


Practice a la Indifference 


Dear Sir: 

I was enormously interested in an article in GP as I sat 
waiting for my appointment in a young physician’s office 
recently. The theme of service and the expose of its applica- 
tion in a modern doctor’s practice, especially in Santa 
Barbara, is very far from the truth of your article. 

The general procedure of physicians in this area con- 
cerns two accepted details—see your patient not more than 
three minutes, briefly prescribe any obvious ailment and 
send them to expensive routine clinics or to the hospital for 
tests. Reserve the results of these tests for your own infor- 
mation. Never, under any circumstances, discuss the results 
with the patient or inform him. Never discuss diet, living 
habits, or any enlightening prognosis of benefit to the pa- 
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tient. The physician will prescribe medical treatment when 
necessary. 

Many of my friends discuss this procedure rather freely 
and it is not confined to a few physicians. The older, 
thorough, kindly, and interested doctor mentioned in your 
article just does not exist any more, except perhaps, a very 
small percentage. I have heard of two in our city but they 
are too busy to take on more patients. I have changed 
doctors four times in ten years because of their manner of 
practice. 

Eight years ago this young doctor was one of our famous 
surgeon’s assistants, a well-meaning, ambitious young man. 
Now he owns his own super clinic, a ranch home, several 
cars and has one of the most indifferent personalities | 
have seen. 

I am 66 years old with a valvular leak, but I have 
lived with it since I was 14 and had rheumatic fever. So | 
was not prepared for his statement, “You have already 
lived far beyond your span with a heart like yours.” 

This shocking statement did down me at first. But my 
philosophy has come to my rescue and I think I shall go 
on quietly and carefully living for some time. 

I wonder if your Academy, your articles and your control 
should not more thoroughly investigate many modern 
practices. 

NaME WITHHELD ON REQUEST 
Santa Barbara, Calif. 
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Rheumatoid arthritis 
Bronchial asthma 
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Foot Causes “Kneeing Penalty” 
Dear Sir: 


Dr. Adams’ fine article on knee pain in the May issue of 
GP (page 95) did not mention the foot as a causative factor 
of knee pain. 

Mechanical imbalance of the foot is surely a very com- 
mon element in the cause of knee pain. Pronation, for 
instance, causes a change of the center of gravity imposing 
strains and stresses upon the knee and other parts of the 
body, which certainly can create pain. Not to consider the 
correction of foot conditions in the treatment of “‘knee 
pain” is to overlook a major factor. 

The relationship of the foot to the dynamic functions of 
the body certainly needs further elaboration. 

Francis E. HILtMAN, M.D. 
La Cienega Clinic & Industrial Emergency Hospital 
Los Angeles, Calif. 


Proposes Criterion for Family Doctor 


Dear Sir: 

Knowing the great responsibilities and opportunities in 
medical practice which general practitioners have through 
their close relationship to individuals and family groups, I 
have wondered why most people think that the real 
criterion of medical capability is the specialist. Since under 
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the present organization of medical education, specializa- 
tion comes after all requirements for general practice hav 
been met, it would seem to the average observer that addi 
tional training makes the specialist more competent as : 
doctor than the general practitioner. 

What this view does not take into account, of course, is 
that specialty training and interest may deepen medical! 
capacity but it also narrows it and the general practitioner 
has the great responsibility of coordinating the services of 
specialists even when they are desirable. His job is the 
integration of medical knowledge in its application to the 
patient. Yet many persons who are looking for medical 
help do not realize this. The general practitioner—though 
he is the family doctor—does not have the standing either in 
the public mind or in the profession itself which he should 
have in order to have a fully satisfying professional career. 
Reasons for this and ways to change it have been going 
through my mind and I would like to raise the question to 
you who know the problem very well and to those who may 
be interested. 

One reason, of course, seems to be that family doctors 
take only the basic medical examinations given to all doc- 
tors. So the thought has occurred to me: Why couldn’t 
general practitioners—or family doctors as | prefer to call 
them—take later examinations that show their mature 
capacity and general medical development (not based on 
extra full-time training which has its disadvantages in tak- 
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ing away years of practice and earnings that have to be am deeply concerned on the basis of my own experience 


made up by higher charges) that would compare in pres- with the present tendency toward impersonal considera- 
tige, to the profession and the public, to the specialty tion of people when they present themselves as medical 
examinations even though the latter are based on extra cases. The family doctor—the generalist—is the one to see 
full-time training? Short refresher courses, the maturation that the patient gets the regard as a human being that he 
that comes with perceptive general practice and these high deserves. And the family doctor needs the highest profes- 
standard examinations taken whenever the doctor feels he sional and public respect in order to fulfill his task and 
is prepared, in my mind at least, would certainly compare _— opportunity. 

favorably with the professional achievement found in FRANK DENTON 
specialization. Portland, Ore. 


Greatness, of course, is probably not to be measured by 
any examination and great research specialists stand in a 
class by themselves, but so do great generalists like Sir 
William Osler. These examinations for generalists would 





. — . e ? z | fra 
be like honors at graduation, but they would measure also 7 OPERATING ROOM. 
and take into account the varying rates of development (ly & 


before and after graduation. Generalists—family doctors— | | 

would have increased professional incentive to learn and it | 

would very likely increase their income as the general 

public distinguished them from their less competent gener- WN 

alist colleagues, too, which might be even more important 

to them. > 
Certainly general practice has every reason to attract a ANS) 

larger proportion of the most able medical students if it =[—_>\.__ |-—— 

offers the opportunity for high professional distinction as | 








well as the satisfaction of having the closest relation of all 
doctors to the patient as a medical case and as a person. | 
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new... 


faste, 
painless 


treatment of 
Urethritis 


Treatment with Furacin 
Urethral Suppositories “‘does 
away with the pain of urethral 
dilatations and silver nitrate 
applications. Symptomatic im- 
provement has been noticed as 
early as 1 day after beginning 
treatment, and the average 
period of treatment is 13 days. 
The patient can easily use the 
medication at home herself.”’* 


*Youngblood, V. H.: J. Urol. 70: 926, 1953. 


turacin Ure 


brand of nitrofurazone, Eaton 





IMustrations from . . . the 
new patient folder and office 
instruction card which show 
how to easily insert Furacin 
Urethral Suppositories. 


Write for your supply. 





new... 
effectiveness 


in treatment 


of Urethritis 


Of 40 cases of nonspecific 
urethritis, 40 were entirely 
symptom-free or improved. 


**The results showed that 
twenty-eight were entirely symp- 
tom-free at the end of the treat- 
ment and- twelve improved. 
Many of the patients who were 
improved probably could have 
been termed cured had they 
been seen again. The urethra by 
endoscopic examination in every 
case was improved, though there 
was no close parallelism with 


the symptoms.”’* 


Furacin Urethral Supposi- 
tories contain Furacin 0.2% and 
2% diperodoneHCl (an efficient 
local anesthetic) in a water-mis- 
cible base. 


Box of 12, each suppository her- 
metically sealed in foil. 
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WHY TAKE CHANCES WITH VITAMIN ABSORPTION 
when you can prescribe completely aqueous... 


VIFORT VIDAC 


obyoe D, C, and oO Oke. 


Clinically tested,’* Virort and Vinac are completely water-soluble 
and in small particle size for maximum absorption and utilization. 
The vitamin A in both Virort and Vinac is 3 to 5 times better ab- 
sorbed than from oily media, with 3 times as much liver storage.’* 
Ideal for infants and children, good-tasting orange-flavored Virort 
Drops and licorice-flavored Viwac Drops can be placed directly on the 
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PERSONALITIES 


IN THE MEDICAL NEWS 


James A. Shannon, M.D. 
In Bethesda, a new director 


Dr. SHANNON, widely recognized for original research in kidney 
function, chemotherapy and malaria, took up new duties August | 
as director of the National Institutes of Health, major research 
branch of the United States Public Health Service, Bethesda, Md. 
Dr. Shannon succeeds Dr. William H. Sebrell, Jr., who becomes 
research consultant to the American Cancer Society. The new 
director, a graduate of Holy Cross and New York University Medi- 
cal School, interned at Bellevue Hospital, and has devoted his ca- 
reer to medical research, teaching and public service. As an assist- 
ant surgeon general since 1949, he has participated in formulation 
of broad national policies on medical research, served as chairman 
of the USPHS technical committee on polio vaccine, and has been 
in the thick of the recent polio vaccine controversy. Dr. Shannon 
has been research director at Goldwater Memorial Hospital, di- 
rector of the Squibb Institute of Medical Research and received the 
Medal of Merit for work in malaria control during World War II. 


Andrew C. Ivy, M.D. 
In the New York courts, a libel suit 


Cumax of the long, unpleasant controversy that has raged over the 
alleged cancer cure, krebiozen, came with recent filing of a $360,000 
libel suit by Dr. Andrew C. Ivy against Dr. George D. Stoddard. 
The suit, filed in New York State supreme court, is based on state- 
ments Dr. Ivy claims are contained in Dr. Stoddard’s book, Krebiozen 
—The Great Cancer Mystery, scheduled for publication this month. 
The krebiozen cause célébre started in 1953 when Dr. Stoddard, 
then University of Illinois president, recommended dismissal ot 
Dr. Ivy as vice-president because of the latter’s favorable attitude 
toward the drug. Instead, the board of trustees dismissed Dr. Stod- 
dard, kept Dr. Ivy as professor of physiology and head of the Clin- 
ical Science department, and left the vice-presidency open. Status 
of krebiozen, brainchild of former Yugoslav physician Dr. Steven 
Durovic, has remained in doubt. The AMA has continued to frown 
upon it. Dr. Stoddard is now with N.Y.U. as research associate 
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Albert Wettstein, Ph.D. 
In the Swiss mountains, a great discovery 


ALTHOUGH ANNOUNCEMENT of total synthesis of racemic 
aldosterone, most potent mineral corticoid of the adre- 
nal glands, burst like a bombshell before the 14th In- 
ternational Congress of Pure and Applied Chemistry 
meeting recently in Zurich, Switzerland, the achieve- 
ment was actually culmination of patient studies begun 
almost a century ago when Addison’s disease was first 
pinpointed, Crowning goal—synthesis of this life-essen- 
tial hormone of the adrenal glands—was accomplished 
by Dr. Albert Wettstein, research director for Ciba, 
Ltd., working at Basle, Switzerland, with Dr. Julius 
Schmidlin. Dr. Wettstein, a native Swiss, took his doc- 
torate in alkaloid chemistry at the University of Zurich. 
His research efforts have been devoted to naturally oc- 
curring substances, especially as they apply to steroid 
chemistry. At this University he studied under Nobel 
Prize winner Paul Karrer, and for two and one-half 
years served as his personal assistant. At present, Dr. 
Wettstein is treasurer of the Swiss Chemical Society. 
The author of nearly 100 papers in his field, Dr. Wett- 
stein has now synthesized the latest important natural 
hormone to be extracted from the cortex of the adrenal 
gland. This discovery, for which 30 chemical steps are 
required, makes larger amounts of the vital hormone 
substance available for clinical studies. Its greatest ef- 
fect is declared to be prevention of salt loss through 
kidneys, sweat glands and saliva. The compound has 
some, though not all, of the action of cortisone, of which 
it is a chemical relative. Unlike cortisone, its secretion 
is not regulated by the pituitary hormone, ACTH, and 
experiments indicate that long-term administration pro- 
duces no undesirable side effects. 
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A Rural Way of Life 


GP ror Aucust, 1955, contained “The Challenge of 
Rural Practice” by Dr. J. Roy Guyther. That article 
might have carried the subtitle “Apologetics for Coun- 
try Doctors.” The author listed the main reasons that 
younger physicians shy away from rural practice. Then 
he showed how those “reasons” are based on ignorance. 

This month GP carries an account of a doctor’s ex- 
periences in one year of rural general practice. The 
information offered in this article was not easy for the 
author, Dr. Taubenhaus, to compile. Yet, it is im- 
portant information—all the more so because few phy- 
sicians have any notion of what it is like to practice 
medicine in a rural setting. 

These stories of rural practice by Drs. Taubenhaus 
and Guyther should be brought strongly to the atten- 
tion of medical students and recent graduates. The 
small-town way of living and practicing has a great deal 
to recommend it. Indeed you wouldn’t want a more 
convincing recommendation than Dr. Guyther’s clos- 
ing sentences: 

“Last but not least, there is a sense of accomplish- 
ment in fulfilling a need when engaging in rural prac- 
tice. In spite of all that may be said against it, I would 
like my son to be a general practitioner in the country. 
It is a useful, worthwhile life ; a life of service to others, 
and one that will permit a man to say, ‘I am doing the 


very best I can to make this a better world in which to 
live’.”” 


County Medical Society Meetings 


At tue Last Conference of Presidents and Other Offi- 
cers of State Medical Associations, Dr. Charles L. Far- 
rell of Rhode Island implied that the American Medical 
Association is not functioning as a “democratic” or- 
ganization should. He contends that a “democracy” 
should function by direction from the people who form 
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it—in this instance, the thousands of physicians who 
are members of the AMA. But he believes that the bulk 
of AMA members shirk their responsibility to give 
direction to the policies of the organization. 

As Dr. Farrell sees it, the thorny problems for Ameri- 
can medicine are always the socioeconomic ones. At 
the national AMA level, interest in these matters is 
keen, and action is as efficient as it can be. But at the 
basic level of the AMA—at the level of the county and 
district societies—there is apathy. Yet it is from that 
basic level, through the AMA House of Delegates, that 
policies should be created. Dr. Farrell holds that most 
AMA members haven’t enough interest or information 
about socioeconomic problems to furnish any kind of 
guidance to the delegates who represent them. 

Dr. Farrell thinks this undesirable situation can be 
changed. He would have county societies do away with 
scientific meetings—supplanting them with confer- 
ences on socioeconomic subjects. He is prepared to 
supply a list of topics for study, among them the 
following: 

1. Voluntary health insurance 
2. Social security 
. Reinsurance 
. Temporary disability compensation 
Workmen’s compensation 
Public relations 
. Malpractice 
. Financing hospital care 
. Hospital-physician relations 

10. Fee-splitting 

11. Specialization in practice 

12. Internships 

13. Economics 

14. Osteopathy 

15. United Nations and national legislation 

Dr. Farrell is eminently right in his contention that 
more physicians should become interested in medi- 
cine’s problems. This is the best remedy for the attitude 
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so often expressed by AMA members when they ask 
petulantly, ““What’s wrong with the AMA?” 

It remains to be seen whether or not county medical 
societies will heed Dr. Farrell’s advice. Some of them 
seem inseparably wedded to the idea that they must 
have scientific meetings. This is ridiculous. The mem- 
bers have plenty of other sources for scientific informa- 
tion. But they have no other opportunity to participate 
effectively in the formulation of AMA policies. Mean- 
while, GP readers are urged to read an account of 
Dr. Farrell’s cogent address in this month’s issue, 


page 161. 


A Fresh Coat of Paint 


In GP Tuts MontH, Gilston pictures some of the clinical 
features of lead poisoning. Throughout the United 
States, this eminently preventable disease continues to 
cause trouble—mainly because some types of paint 
contain a high percentage of lead. 

A good many physicians are still waiting to see their 
first case of lead poisoning. They have the notion that 
it will turn up sooner or later in a painter. The chances 
are they'll be disappointed. Certainly they'll wait a 
long time before they’ll see the disease in a painter, and 
all the while they may be missing the diagnosis in chil- 
dren. The fact is that people nowadays don’t get lead 
poisoning from painting with paint. They get it from 
eating paint, and only 2- and 3-year-olds do that. 

All little children put all sort of things in their 
mouths. Some of them do more than that; they develop 
pica and consequently eat dirt and chew on wood or 
anything else within reach. Probably chewing on wood 
is not especially dangerous in itself, but when the wood 
is a toy, crib rail or windowsill covered with layers of 
lead-containing paint, the result can be disastrous. 

It’s good news, therefore, that all labels are soon to 
be changed on paint cans if the paint contains more 
than 1 per cent of lead. The labels will read: 

“Caution, combustible—keep away from heat or 
open flame. Contains lead or other compounds harmful 
if eaten. Do not apply to toys, furniture or interior 
surfaces which might be chewed by children. Use with 
adequate ventilation. Avoid breathing vapor or mist. 
Avoid prolonged contact with the skin.” 

By November, relabeling regulations will be en- 
forced in New York City, with other communities ex- 
pected to follow suit. Lead-free paints already carry 
labels showing them safe for use on toys and furniture. 

The new regulations are indeed an important step 
toward prevention of poisoning by lead paint. It is to 
be hoped that they will accomplish an additional pur- 
pose—making the public aware that some of the old 
paint accessible to children is dangerous. One more 
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public health educational effort will be necessary. Peo 
ple will have to be taught that it will not be a good ide: 
to slap a fresh coat of lead-free paint on top of an ol: 
coat of poisonous paint. There’s too much risk tha: 
baby will eat right through the safe paint and nibble on 
the old stuff too. As quoted in newspapers last July, 
spokesmen for the paint industry were already busy 
advising “do-it-yourself” householders to sand off all 
traces of old pigment before repainting baby’s crib. 


The “Art” of Diagnosis 


IT HAS BEEN SAID that diagnosis is for physicians 
treatment is for patients. This is to imply that a patient 
doesn’t greatly care what name is put to his disorder, 
so long as it receives attention and treatment, and he 
gets well. But physicians are different. The emphasis 
on the scientific side of their training gives them a 
preoccupation with diagnosis. They look upon it as a 
prerequisite to treatment. They feel uneasy when a 
diagnosis eludes them, or when some other exigency 
compels them to order treatment empirically. When 
the diagnosis concerns a condition for which there is 
no effective treatment, the physician nevertheless feels 
good about it. He derives what is called “academic 
satisfaction” from the experience. 

A diagnosis can be an end unto itself for patients 
also. Usually this comes about when the patient loses 
certain fears as a consequence of learning exactly what 
is wrong with him. There is a good example of this in 
Dr. Eddy Palmer’s article on dysphagia lusoria in the 
Annals of Internal Medicine for June, 1955. 

Dysphagia lusoria is the term applied to sympto- 
matic compression of the esophagus by an anomalous 
form of the right subclavian artery (arteria lusoria). 
The artery arises as the fourth branch of an otherwise 
normal aortic arch, and encircles the trachea and 
esophagus from left to right. 

In his discussion of the disorder, Palmer presented 
11 patients—all adults. They had sought help pri- 
marily because of dysphagia. They did not appear very 
sick objectively. Yet they were miserable with their 
swallowing difficulty, which, as “‘an unexplained source 
of fear, had led to disabling worry and depression.” In 
each instance, the diagnosis was established by x-ray 
examination of the esophagus. This disclosed a pres- 
sure defect just above the aortic knob impression. 

Dysphagia lusoria can be treated quite specifically 
by surgical resection of the anomalous subclavian ar- 
tery. Nevertheless, Palmer decided against operative 
treatment in all cases. He had the impression that the 
patients had been miserable chiefly because of fear of 
what their trouble might be. In support of that belief, 
he found that detailed explanation of the x-ray films to 
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the patients proved to be an effective therapeutic ges- 
ture. Not only did they get over their unhappiness, 
they also began to swallow better, perhaps because 
some of the tenseness left the deglutitory efforts. 

In this report of Palmer’s it is apparent that physi- 
cian and patients alike derived good from a diagnosis. 
For the physician, there was the “academic satisfac- 
tion” previously mentioned; for the patients, release 
from a burden of fear. Perhaps this experience exem- 
plifies the “art” of diagnosis. 


Uncle Wilfred and “‘The Salk Story” 


ON HIS PRIVATE GRAPEVINE, Uncle Wilfred heard that 
movie producers had turned down the idea of a picture 
about Sir Alexander Fleming but were “thot” for ‘The 
Salk Story.” That didn’t seem to surprise Uncle W. 
He shifted a quid of tobacco to the other cheek and 
opined that there’s nothing dramatic about penicillin 
—that Franklin D. never had anything that penicillin 
might have prevented or cured. Then Uncle W. took a 
long drink of raspberry shrub, and it was apparent that 
he wasn’t chewing tobacco after all. 


Treatment of Pernicious Anemia 


Tue Aprut (1955) rssuz or Blood, The Journal of Hema- 
tology contained the first edition of a new feature— 
“Panels in Therapy.” In a foreword, Editor Dameshek 
announced that the new department “‘is devoted to the 
practical problems of treating people who have specific 
hematologic conditions, and thus should have particu- 
lar value for the practicing physician.” 

Dr. Dameshek went on to say that he hoped “to 
evoke certain disagreements within the membership 
of the panels on various subjects.” Well, if that’s what 
he wanted, he didn’t have long to wait. The first 
“Panel” supplied plenty of disagreement. 


The question for the experts concerned the advis- 
ability of treating pernicious anemia by oral adminis- 
tration of intrinsic factor-Bj. combinations. The ex- 
perts’ opinions can be tabulated as shown below: 

Having studied these opinions, the “practicing phy- 
sician” to whom they were directed may have been at 
the point of deciding to let democratic principles pre- 
vail. Thus, by accepting the majority opinion, he would 
(almost) invariably treat pernicious anemia by admin- 
istering injections of By or liver extract. He would 
(almost) never prescribe intrinsic factor-B). combina- 
tion for a patient to take by mouth. But then, in the 
course of reading further, he would come to a con- 
cluding comment in which Dr. Dameshek as moderator 
of the “Panel” stated: 

**... The Editor would be inclined to take an am- 
bivalent view of the situation and to give at least some 
patients both the combination for oral use and the in- 
jections . . . Thus in those patients who can afford the 
procedure, it has been my custom to give the patient 
with pernicious anemia in remission an injection of 
liver extract or Byz once every month or two or three, 
and have him take a pill of one of the intrinsic factor 
Big preparations every day. This ‘double-barreled’ 
method may be criticized as being not only too costly 
but unnecessary, but it seems to satisfy the physiologic 
and the practical approaches to therapy in this very 
chronic deficiency disease.” 

So, having completed his reading of the “Panel,” 
the astute “practicing physician’ might remember that 
scientific factors are not the only ones that influence 
experts in their choices of therapy for various disorders. 
He might think: some experts have a lot of faith in 
drugs and not much faith in people ; other experts trust 
people as well as drugs; still others haven’t much faith 
in drugs or people; and maybe there’s a fourth group. 
Also he might feel sure that there is more than one 
way to treat pernicious anemia. 





Therapeutic 


Expert Preference 


Exceptions to Use 
of Preferred Method 


for Preference 





Dr. Frank H. Bethell Oral intrinsic factor-B) 2 


combination 








Dr. William B. Castle Intramuscular B}2 or liver 





More nearly physiologic 


Unintelligent or undependa- 
ble patients; intestinal dys- 
function; severe neurologic 
damage 


More certain, more convenient, 
less expensive 


None stated 





Dr. Steven O. Schwartz Intramuscular B}2 or liver 





Dr. Maxwell M. Wintrobe Intramuscular agent (not 


specified) 
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Lack of long-term studies of 
oral therapy 


Sensitization to B) 2 and liver 





More cor 
method impractical 


t, cheaper; oral 








More Than Science 


SOME MONTHS AGO, most physicians received the first 
issue of a new medical periodical—Your Patient, pub- 
lished by Wyeth under the editorship of Philip H. Van 
Itallie. That first issue was about streptococcic infec- 
tions, and represented something new in medical jour- 
nalism. It was an attempt to give practicing physicians 
plenty of facts, but with a technique that would ease 
the task of reading and assimilation. This was accom- 
plished by liberal use of pictures. 

There is nothing new in the use of pictures to illus- 
trate medical articles. However, Your Patient has gone 
a step further. Taking a hint from the movies and from 
comic books, in this magazine the pictures are the med- 
ical article, and the text takes the form of captions. 

Sometime this month, the second issue of Your Pa- 
tient will be mailed. It will present the subject of hyper- 
tension. Judging from advance information, it will be 
a smoother job than the first. Moreover, it will intro- 
duce a new policy that should be of special interest to 
GP’s readers. In this and in subsequent issues, the 
leading character will be a general practitioner. 

Editor Van Itallie intends “to portray the general 
practitioner as a man endowed with a good deal of 
common sense, sound medical training, and the ability 
to do the right thing in an emergency.” The descrip- 
tion continues: “Yet he has no hesitation in calling on 
a specialist for consultation. . . . Our consultant is a 
friendly soul, considerate of the general practitioner’s 
feelings and of the confidence the patient reposes in 
him as a family physician. The patient’s care by the 
consultant is continued only long enough to resolve 
the special problem for which the practitioner called 
him in, after which the patient is properly referred 
back to the general practitioner.” 

It would appear that Your Patient will teach some- 
thing more than the science of medicine. 


ACS Sees the Light 


IN A QUALIFIED ENDORSEMENT, the American College of 
Surgeons has belatedly acknowledged that fees for 
surgical assistance and postoperative care are a part of 
the surgical benefits established by medical care plans. 
At its February Cleveland meeting, the ACS Board of 
Regents adopted a policy outlined by a committee 
that had spent more than a year studying Blue 
Shield plans. 

The policy statement reaffirms the College’s oppo- 
sition to the division of surgical fees but does permit 
the referring physician who either assists in surgery or 
renders postoperative care to submit a separate report 
of service and be paid a portion of the scheduled 
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surgical fee. This portion, says the College, is to bx 
specified by “‘a proper central authority” of the med- 
ical care plan and should remain uniform throughou: 
the area served by the plan. Interns, residents o: 
regular surgical assistants may not submit a separat: 
report of service. 

Prior to the establishment of medical care plans and 
the subsequent, though disproportionate, emphasis on 
the evils of fee-splitting, the division of fees for pre- 
operative, surgical and postoperative care was a 
problem of no great magnitude. It simply required an 
arrangement mutually satisfactory to the surgeon and 
the participating physician. Or if that carried an un- 
ethical stigma, each physician presented a bill for 
services rendered. 

The establishment of voluntary health insurance and 
surgical fee schedules created a problem. Surgeons felt 
that the surgical fee covered only surgery. They added 
that the referring physician, who may have done a 
diagnostic workup and assumed responsibility for post- 
operative care, was not entitled to a portion of the 
surgical fee. The referring physician, the surgeons con- 
tended, should bill the patient for nonsurgical care. 

Even the surgeon who did not regard the scheduled 
surgical fee as a surgery-only payment could not 
ethically distribute a portion to the referring physician. 
This would have been fee-splitting. The referring 
physician, in turn, was reluctant to bill patients who 
believed that the surgical fee covered both preopera- 
tive and postoperative surgical care. 

The American Academy of General Practice has long 
believed that there should be an equitable division of 
the surgical fee when the referring physician renders 
preoperative diagnostic service, assists in the surgical 
procedure or attends the patients following surgery. 
This sentiment has been shared by many Blue Shield 
plans which have established a payment schedule 
based on a percentage of the surgical fee. This per- 
centage normally ranges between 15 to 30 per cent. 
Well over half of the existing surgical care plans now 
provide for separate payments when more than one 
physician is involved. 

The College of Surgeons statement contains a hint 
of reluctance to accept reality. It grudgingly admits 
that the surgical fee should cover the services of an 
assistant (often the referring physician) and also post- 
operative care. It adds, and we agree, that the welfare 
of the patient is best served when the operation is per- 
formed with the aid of a trained surgical assistant. 

The statement also urges that postoperative care be 
the direct responsibility of the operating surgeon. If 
the patient is in a hospital where the surgeon is in 
regular attendance, postoperative care by the referring 
physician is “disapproved.” In other words, a family 
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physician, qualified to provide postoperative care, may 
not provide such care, says the College, if the surgeon 
is in regular attendance at the hospital. The College 
apparently feels that postoperative care is the surgeon’s 
prerogative—unless making postoperative hospital 
calls is inconvenient. 

Note that the College does not mention preoperative 
care as a valid claim to a portion of the surgical fee. 
Only surgical assistance and postoperative care are to 
be construed as included. Separate payments for both 
preoperative and postoperative care would avoid mis- 
understanding on the part of the patient who still 
believes that a $75 operation shouldn’t cost $150. 


Pernicious Anemia in Retrospect 


Diacnostic and therapeutic refinements have wrought 
havoc with our well-ordered classification of diseases. 
Nowhere does the hand of “‘new concepts” lie more 
heavily than on pernicious anemia. The identification 
of Biz and other factors in liver, plus the advent of 
radioactive cobalt-labeled By have forced us to redefine 
our notions about this disease. 

Not long ago the diagnosis was made when a patient 
presented with macrocytic anemia, megaloblastic bone 
marrow, histamine-fast achlorhydria, and a reticulo- 
cyte response to crude liver. With the identification of 
Biz as the probable extrinsic factor, it soon became ap- 
parent that some patients who fulfill the usual diag- 
nostic criteria, do not respond to Bj. Some of these 
anemias, however, do respond to folic acid, citro- 
vorum factor, or combinations thereof. Presumably, in 
the pre-Bj2 days, they would have responded to crude 
liver. So in a sense, a therapeutic advance was a diag- 
nostic upset. 

With the development of Bjz in which radioactive 
cobalt (Co®’) is incorporated, hematologists had a nice 
tool to play with. And play with it they did. By measur- 
ing the percentage of an orally administered dose of 
BixCo™ recovered in the urine, it was possible to deter- 
mine which patients absorbed By from the gastrointes- 
tinal tract, and which did not. Even after saturating 
doses of non-labeled By2 by injection, it was found that 
patients with pernicious anemia and patients after total 
gastrectomy, absorbed minute amounts of Byj»Co™. On 
the other hand, controls absorbed significantly larger 
percentages. Further, it was shown that the simultane- 
ous administration of intrinsic factor greatly enhanced 
the absorption of Biz in the presence of pernicious 
anemia or total gastrectomy. 

Two applications of importance followed. First, a 
practical aid in the diagnosis of pernicious anemia in 
remission was available in the use of labeled By (not 
absorbed), followed by absorption when the radioactive 
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material was given with intrinsic factor. The tremen- 
dous value of such information is apparent to anyone 
who has faced the problem of withdrawing the vitamin 
in a patient where the diagnosis is questionable, and 
where the calculated risk of such withdrawal might be 
irreversible neurologic damage. 

Second, it was now possible, in some reliable and 
practical manner, to assay intrinsic factor activity. 
Using these methods, patients have been reported who 
appear to be deficient in intrinsic factor, but not yet 
deficient in extrinsic factor—quite possibly preclinical 
pernicious anemia. 

Most important, in spite of the presence of the usual 
diagnostic criteria, the diagnosis of pernicious anemia 
is untenable when oral By, is absorbed from the gastro- 
intestinal tract. Here then rises another ghost from 
the grave where it was laid with much finality such a 
short time ago. 


Vascular Complications of Long Trips 


PROLONGED SITTING during automobile or airplane 
travel can lead to serious vascular complications. In 
the New England Journal of Medicine for January 28, 
1954, Homans described cases of deep vein thrombosis 
of the legs after long airplane flights and after long 
automobile trips. In one instance, pulmonary embolism 
resulted. Homans suggested “that the prolonged sit- 
ting position occasions a degree of dependency stasis 
that may result in the rapid development of a quiet 
type of thrombosis in the deep veins of the calf.” 

In the American Journal of the Medical Sciences for 
May, 1955, Soffer told of an elderly woman who devel- 
oped pronounced edema of the legs toward the end of 
a long bus trip. Later she had several grand mal con- 
vulsions which the author ascribed to cerebral ischemia 
secondary to excess pooling of blood in the lower ex- 
tremities. Fortunately the patient recovered without 
permanent cerebral damage. 

Both Homans and Soffer had suggestions for pre- 
vention of such vascular complications of prolonged 
sitting. Homans advised “. . . making movements of 
the toes, feet and lower legs when one is sitting for long 
periods and of getting up and exercising when oppor- 
tunity offers.” Soffer added the thoughts that leg bind- 
ings might be applied in susceptible patients (those 
with venous abnormalities of the lower extremities) and 
that automobile trips should be interrupted every few 
hours so passengers can get out and walk around. 

With other well-known hazards of long trips to 
consider, it seems unfair that the traveler’s health 
should also be menaced because he has to sit still while 
he rides. Maybe designers of buses, airplanes and auto- 
mobiles will have to install something like a roomette. 
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Philadelphia 


Infection with Herpes Simplex Virus 


F. McNAIR SCOTT, M. D. 


Research Professor of Pediatrics, School of Medicine, University of Pennsylvania, 


Tue virus of herpes simplex is an ancient parasite of 
man. It has achieved with its host a relationship that is 
one of symbiosis in the great majority of instances. In 
only about 15 per cent of people does the first in- 
vasion of this virus lead to clinical symptoms. In about 
85 per cent there are no clinical indications that the 
virus has actually caused an infection, although in- 
fection is proven by the presence of circulating anti- 
bodies in the blood of such people. This host-parasite 
relationship is diagrammatically shown in Chart 1. 

When the parasite has become established in its 
host, the latter becomes a carrier. In this phase, the 
virus lies latent and only causes trouble when physio- 
logic changes in the host upset the balance of nature. 
Thus fever blisters occur, not from a new infection, 
but from disturbances caused by sunlight, fever, 
menstruation, allergy and emotion, among others. 
Such a carrier can spread the virus to other suscepti- 
bles either from an obvious source (e.g. fever blisters) 
or even from his saliva during apparent good health. 

In young children, several invasions of the virus 
may be needed before it becomes established. Children 
form a more frequent source of virus spread from saliva 
than adults. Incidence of healthy carriers under 2 
years is 20 per cent, among adults 2.5 per cent. 

Clinicians must try to recognize the various clinical 
manifestations that can be caused by the first invasion 
of the virus among the 15 per cent who will respond 
with clinical manifestations. Table I shows these as 
well as the syndromes of recurrent disease. 


Recurrent Herpes 


The commonest clinical manifestation is recurrent 
herpes of lip or face (Figure 1). Note the thin-walled 
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grouped vesicles on an erythematous base. It is char- 
acteristic of the recurrent lesions to be grouped, since 
presumably the latent virus in a few scattered cells, be- 
coming activated, invades its immediate neighbors 
until a vesicle is formed. Circulating antibodies pre- 
vent the virus from spreading through the blood 
stream. 

In children, recurrent lesions may be missed be- 





































Table 1. 


cause of secondary infection and the lesion diagnosed 
as impetigo (Figure 2). 

The skin lesions of primary herpes are different 
chiefly in that they are scattered rather than grouped 
(Figure 3). 


Treatment of the occasional recurrent lesions con- 





Figure 1. 
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sists of local application of an antiseptic solution suc! 
as 70 per cent alcohol or Ceepryn (Merrill), 1:4,000. 
or Zephiran (Winthrop-Stearns), 1:1,000. When re- 
currences are frequent without one of the obviou: 
causes just mentioned, one should look for an emo- 
tional upset as being a dominant factor and if necessar\ 
get the patient to seek psychiatric help. It has been 
shown that such people are highly suggestible as a 
rule and readily respond to quite superficial psycho- 
therapy as far as their skin manifestations are con- 
cerned. 

Another site of recurrent herpes is the eye (Figure 
4). Either the conjunctiva alone or the cornea and 
conjunctiva together may be involved. There are many 
ophthalmic manifestations of which the dendritic ulcer 
is the most characteristic. Herpetic blisters on or 
about the eyelids will aid in the diagnosis. It may be 
distinguished from other viral infections of the eye by 
the isolation of the virus in the laboratory. Treatment 
of herpetic keratoconjunctivitis should be in the hands 
of a skilled ophthalmologist. Rarely the eye may be the 
site of a primary infection. 

Other sites of recurrent infection include: 


The Genitalia. Herpes progenitalis is quite common 
in the male (blisters on the glans penis and the shaft). 
Herpetic vulvovaginitis recurs in the female and re- 
sembles the primary infection. Local therapy consists 
of warm Sitz baths with mild antiseptics. 


The Skin Other than Face. This probably depends on 








Figure 2. 
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initial infection of that portion of the skin with the 
virus at time of trauma (see Primary Traumatic 
Herpes). 

Erythema Multiforme associated with recurrent herpes. 
Occasionally, individuals will be found who will de- 
velop erythema multiforme of skin and mucous mem- 
branes of the mouth within a few days of a recurrent 
herpetic manifestation such as a fever blister. It is 
presumed that such people are highly sensitive to the 
protein in the herpes virus. Treatment with cortisone 
immediately after the appearance of the fever blister 
may prevent such an attack. 


Primary Herpes 


Gingivostomatitis. The commonest clinical mani- 
festation of the primary infection is acute herpetic 
gingivostomatitis. This occurs most commonly be- 
tween the ages 1 to 3 years, and herpes virus is the 
commonest cause of stomatitis during those years. 
The essential lesion is a vesicle (Figure 5). 

Commonly, the initial lesion does not appear to be 
vesicular. It becomes collapsed and macerated and is 
covered by a thick greyish-yellow membrane (Figure 6). 

The lesions can occur anywhere in the mouth (Fig- 
ure 7) and sometimes begin in the throat when 
they may be mistaken for a bacterial sore throat or 
for herpangina which is due to coxsackie A virus. 

The lesions of herpangina do not spread to other 





Figure 3. 
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parts of the buccal mucosa (Figure 8). They occur as 
part of an epidemic. In the laboratory the viruses are 
quite distinct. 

Although herpetic infection of the mouth is more 
common in children, it may occur in adults, and 
causes a picture similar to that in children (Figure 9). 

Two other clinical features deserve mention. (1) 
There is almost always redness of varying degree at 
the gingival margin when teeth are present (Figure 10). 
(2) Submental and submandibular lymphadenopathy 
are always observed (Figure 11). 

These children often are seriously ill. They run a 
high fever and readily become dehydrated because the 
sore mouth prevents intake of liquid and food (Figure 
12). Ice cream may be well tolerated. The disease is 
self-limited and the children begin eating again after 
four or five days. Treatment should include suppor- 
tive measures for the relief of dehydration. Older chil- 
dren may derive benefit from a local anesthetic (such 
as 1 per cent Pontocaine), but in infants the applica- 
tion of the anesthetic is more irritating than helpful. 
Penicillin may be valuable in suppressing secondary 
bacterial infections. 

Genital Infections. Vu'vovaginitis can occur as a 
primary infection in infants, older girls or women. 
Symptoms consist of local pain and low-grade fever. 
Lesions, rather similar to those in the mouth occur 
on the labia majora and minora, and there may be 
typical vesicles in the neighboring skin (Figure 13). 























Figure 10. 
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Figure 13. 





Figure 14. 


Regional lymph nodes are enlarged. The course is 
self-limited in about seven days. Treatment is the same 
as for the recurrent form. 

The lesions of herpetic vulvitis must be dis- 
tinguished from vaccinial lesions resulting from acci- 
dental vaccination. 

A history of vaccination in the patient or in a mem- 
ber of the household plays an important part in the 
diagnosis. Also the lesions look more like a vaccination 
reaction (Figure 14). 
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Primary infection of the penis is apparently very 
rare. In the one patient described, there were tiny 
vesicles about the meatus and a thin watery discharge. 

Primary Infection of the Skin. (1) Eczema Herpeticum 
(Kaposi’s Varicelliform Eruption). When herpes in- 
fects the skin of an eczematous person, the patient 
suddenly becomes febrile and the character of the 
rash changes. Extensive vesiculation occurs, although 
it may be obscured by crusting (Figure 15). So exten- 
sive may be the involvement that large areas of the 
body surface may be denuded. On the other hand, 
vesiculation may be so slight that the true nature of 
the skin involvement may be overlooked. The vesicula- 
tion occurs in crops, new vesicles occurring daily for 
eight or nine days, at first confined to the eczematous 
skin but later involving neighboring normal skin. 

The general condition of the patient, paralleling that 
of the skin, varies from an extremely mild reaction to 
death in some cases. The average case may show a high 
fever (104° to 105°) for seven to nine days and then 
have a crisis (Figure 15a). It is a common experience 
to see the underlying eczema clear for a few days after 
such an infection. Occasionally recurrences of herpe- 
tic infection may be seen in an eczematous patient. 

Treatment consists of supportive measures including 
replacement of fluid and electrolyte lost through fever 
and oozing of skin surfaces. Plasma and blood trans- 
fusions are necessary to help replace protein which is 
also lost through oozing. Appropriate antibiotics 
should be used. 

In this patient severely ill with eczema herpeticum, 
the skin of the forehead is denuded (Figure 16). 

Twenty-four hours later this patient was moribund 
with an overwhelming bacterial septicemia (Pseudo- 
monas aeruginosa) (Figure 17). 

Again in the differential diagnosis, vaccinial infection 
of the skin must be included. Here an epidemiologic 
history of exposure to either virus is important. Also 
the lesions of the vaccinial infection usually seem all 
to be in the same stage and may resemble typical 
vaccinial reactions (Figure 18). 

Traumatic Herpes. Here the virus is directly applied 
to wounded skin. The habit of “kissing the place 
better” may be disadvantageous if the parent is suffer- 
ing from a “‘cold sore” at the time. The local graze or 
burn may appear to be healing for a day or two, but 
then it gets worse and vesiculates. Patches of vesicula- 
tion appear along the limb, possibly by a lymphatic 
spread, and the regional lymph nodes become en- 
larged. It may be difficult clinically to differentiate 
from herpes zoster. The lesions heal rather slowly 
over the course of two to three weeks and will recur at 
intervals at the site of the original trauma. Occasionally 
the recurrences are bullous in nature. Figure 19 rep- 


GP Volume XI!, Number 3 


























Figure 150. 


wo 
wo 
a 
= 
ra 
© 
2 
Ee 
o 
= 
a 
® 
” 
a 
Oo 




















PRIDE RIE: Be 


Figure 22. 





66 


resents a primary infection of a graze of the elbow. 
Both parents had cold sores at the time. 

Primary Herpetic Infection of the Newborn. Recently 
it has been reported that newborn infants may become 
infected and often die of an extensive herpetic in- 
volvement of viscera, especially the liver (herpetic 
hepatitis of the newborn). There may be a vesicular 
eruption of the skin or mucous membranes, which 
may be quite inconspicuous, starting on about the 
fifth day of life. Then the child becomes profoundly 
ill with jaundice, rapid respirations or convulsions, 
according to the extent of involvement of liver, lungs 
or central nervous system. At autopsy, necrosis of these 
organs and the adrenals is found, and cells containing 
the characteristic intranuclear inclusion body. A 
terminal septicemia may occur. 

It seems probable that a viremia of greater or lesser 
extent occurs in all primary infections, although it can 
be detected only in the severely ill patients. 

Occasionally a generalized illness resembling in- 
fections mononucleosis or even smallpox has been 
described in adults. 

Primary Herpetic Encephalitis. The etiology in about 
5 to 7 per cent of patients with the syndrome of 
“aseptic meningitis” is the herpes simplex virus which 
may also cause a severe or fatal encephalitis or ence- 
phalomyelitis. Clinically a clue as to the etiology of the 
encephalitis may be obtained by finding a concomitant 
characteristic stomatitis or a suggestive kerato- 
conjunctivitis, but the specific etiologic diagnosis 
must rest with the laboratory. 


How is this virus infection diagnosed in the labora- 
tory? There are several ways, and a combination of 
three or more techniques is desirable for a definitive 
diagnosis. 


ISOLATION OF THE VIRUS 


Embryonated Eggs. In 12-day-old eggs the virus 
produces pocks on the chorio-allantoic_ membrane. 
These are small, as shown in the picture on the left. 
The lesions of vaccinia are larger, as shown in Figure 
20. 

Suckling Mice. In this host, which is very sensitive, 
intraperitoneal or intracerebral infection will produce 
death with or without paralysis. 

Rabbit's Eye. This was the original method but 
has largely been replaced by others. Scarification of the 
anesthetized cornea leads to a keratoconjunctivitis in 
a few days, at which time the rabbit runs a high fever 
and may develop encephalitis (Figures 21 and 22). 

The animal may die with or without encephalitis 
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but occasionally may recover and be immune to further 
infection. 

Tissue Culture. Test tubes with Hela cells growing 
in them support the growth of herpes virus and the 
virus can be isolated and identified by this technique 
(Figure 23). 


Serotocic TEsts FoR DETECTION OF ANTIBODIES 


The usual method for the retrospective diagnosis 
of a virus disease is the post-recovery detection of 
blood antibodies that were absent at the onset of the 
illness. This holds also for herpes simplex. It is 
important to get the first specimen of blood before the 
fourth day of the illness, since antibodies begin to 
appear very quickly after that time. The convalescent 
specimen should be obtained about two weeks after 
the onset. Two types of antibody are detectible after 
herpes simpiex infection: (1) neutralizing antibodies 
which, when united with a known strain of virus will 
diminish the number of pocks caused by that virus on 
egg membrane by at least 50 per cent; (2) complement- 
fixing antibodies. These are tested for in the same way 
as a Wassermann reaction is done. Complement is 
used up when the virus antigen reacts with the im- 
mune serum. 


HISTOLOGIC 


Since the skin and mucous membranes are primarily 
infected by the herpes virus, it is possible to make use 
of histologic methods to demonstrate the characteristic 
lesion of the infection. Punch biopsy is easy to do. The 
skin vesicle has the following features as seen under 
the low power of the microscope. 

The vesicle is in the epithelium, and the corium is 
relatively undisturbed. There is dilatation of capil- 
laries and some cellular infiltration but no necrosis 
even though the floor of the vesicle consists of naked 
pegs of the corium (Figure 24). The epithelium of the 
edge of the vesicle is thickened and some of the cells 
may show ballooning degeneration, and their nuclei 
contain the characteristic inclusion body. The vesicle 
is roofed by a thinned-out layer of the outer portion 
of the epidermis. The contents of the vesicle are serous 
fluid and desquamated cells, among which are “virus 
giant cells.”” These are multinucleated cells in which 
each nucleus is infected. The mucous membrane lesion 
is essentially similar but is modified by its moist en- 
vironment. 

As seen in Figure 25, the fluid has largely leaked 
out, and the vesicle is therefore collapsed and filled 
with fibrin. However, caught in the interstices are the 
Same type of cells. Roof cells appear thickened and 
edematous and constitute the grey-yellow membrane 
that is so characteristic of the clinical lesion. 
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Figure 27. 
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When these lesions are examined under the high 
power, the characteristic intranuclear inclusion bodies 
are seen (Figure 26). 

The virus giant cells are easily identified under the 
high power of the microscope. This section was taken 
from a Negro and shows the pigment in close proxim- 
ity to the infected cells (Figure 27). This indicates 
that the infection takes place in the germinal layer of 
the epithelium where the pigment granules also form. 

The clinical importance of recognizing “virus 
giant cells” is that they can be found in a scraping 
taken from the base of a fresh vesicle. Their presence 
instantly rules out smallpox or nonviral vesicular 
eruptions (Figure 28). However, similar cells are 
found in the vesicles caused by the varicella-zoster 
virus. 


ELECTRON MIcROSCOPY 


Although this is at present a research tool it can be 
used in the diagnosis of virus infections of the skin. 
The picture shows the characteristic spherical ap- 
pearance of herpes virus in the fluid of a “cold sore” 
(Figure 29). 

Figure 30 shows an inclusion body filled with similar 
but smaller spherical bodies. It seems probable that the 
small particles are noninfectious virus particles in an 


Radical Mastectomy 


WHEN CONSIDERED by itself, the radical mastectomy oper- 
ation leaves much to be desired from the standpoint of 
long-term survivals. It appears that mortality in cancer is a 
constant process, little affected by treatment. Between 24 
and 38% of patients with cancer behave as if cured with 
respect to mortality, regardless of method of treatment. 
Age has again been shown to be a most important factor in 
survival of patients with carcinoma. 

Analysis of survivals of patients with carcinoma of the 
breast seen at the University of Rochester, in which pa- 
tients treated by radical mastectomy and those treated with 
other methods are compared by means of the Berkson-Gage 
formula, indicates that it is doubtful if many more persons 
are cured by radical mastectomy than by other forms of 
treatment. In the cancerous group as a whole, distribution 
of deaths is as if a few die at normal rates while the majority 
die at increased rates.—Lizut. Ropert G. SMALL (MC), 
U.S.N.R., and ArTHUR M. Dutton, pH.D., J.A.M.A., 157: 
216. 1955. 
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early stage of development and that they reach the 
larger size shown when they escape from the nucleus 
and become infectious. 


Epidemiology 


There are certain interesting features about the 
epidemiology of this infection. First of all there seems 
to be some relationship of incidence of infection and 
socioeconomic status. It is more common among those 
of iower than those of higher economic status. This 
suggests that, like poliomyelitis, the virus is trans- 
mitted by contact. A study which was carried out in 
South Philadelphia among a relatively low socioeco- 
nomic group showed an incidence of about 60 per 
cent in the population at large. Sixty per cent of in- 
fants up to 4 months had antibodies due to passive 
transfer from their mothers. From 4 to 24 months, the 
incidence of immunes (those with antibodies) was 
quite low. This percentage began to rise thereafter 
and reached adult level by the age of 5 years. 

There appear to be certain environmental situa- 
tions, such as crowded, closed populations, where 
infection may reach 100 per cent by the age of 5 years, 
with as many as 50 per cent showing clinical manifesta- 
tions of stomatitis. 


Control of Gout 


CHRONIC GOUTY ARTHRITIS is attributable to sustained or 
intermittent positive uric acid balance. The major objec- 
tive of management therefore is to induce a state of nega- 
tive uric acid balance and to maintain this for as long as may 
be required. A regimen designed for this purpose includes 
dietary regulation, daily administration of a uricosuric 
agent (usually probenecid), and, to minimize recurrence of 
superimposed acute gouty arthritis, regular colchicine 
prophylaxis. In 30 patients with disability due to chronic 
gouty arthritis who were observed over a period of eight 
months to four years it was possible to alleviate pain and 
stiffness of joints and to decrease size of tophaceous de- 
posits in most instances. No new tophi developed when 
treatment was adequately maintained. It now appears to be 
possible to prevent the development of chronic gouty 
arthritis in predisposed subjects and to ameliorate estab- 
lished deformities and disabilities in most instances by 
medical management.—Alexander B. Gutman, M.D. and 
T. F. Yu, m.p., JAMA, 157:1096, 1955. 
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The “Plugged” Ear 


BY PRESTON J. BURNHAM, M.D. 


Clinical Instructor in Surgery, 
College of Medicine, University of Utah, 


If the Eustachian tube is not fully patent, middle-ear trouble 
results from changes in atmospheric pressure during air travel. 
Descent is usually the more painful (dangerous) maneuver. 
Much pain can be prevented by instructing the air traveler 
about a simple way to keep the Eustachian tube open. 





ONE OF THE MOST COMMON ILLS of the body that compli- 
cates air travel is nonpatency of the Eustachian tubes. 
Many passengers and pilots suffer from this malady 
needlessly. The symptom, pain, is usually disabling un- 
til the condition is medically relieved. The condition 
can, however, quickly result in deafness from rupture 
of the drum. 


Pathologic Anatomy 


Figure 1 illustrates the position of the internal ostium 
of the Eustachian tube. It may become occluded be- 
cause of any one of or a combination of the following 
factors: 

1. Infections, such as the common cold or pus from 
an infected sinus, causing swelling of the ostial mucosa 
and retronasopharyngeal lymphatic tissue. These fac- 
tors give rise to swelling of the mucosa and the forma- 
tion of mucopurulent material within the Eustachian 
tube. 

2. Allergic swelling of the above-named tissues. 

3. Overgrowth of lymphatic tissue or tumor. 

Figure 2 illustrates the anatomy of the Eustachian 
tube system for equalizing atmospheric pressure on the 
inner surface of the tympanum. It is obvious that 
changes of atmospheric pressure, in the presence of an 
occluded Eustachian tube, will lead to painful changes 
in tension on the drum and, if the occlusion is com- 
plete in the face of marked atmospheric pressure change, 
rupture of the drum may follow. 

It is also obvious, however, that, in the presence of 
mild swelling of the inner ostium with or without a 
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moderately liquid purulent material within the tube, a 
lessened atmospheric pressure would result in the ex- 
pulsion of the tube material by the then relatively in- 
creased pressure of the air trapped between drum and 
pus. Reference to Figures 1 and 2 will reveal why the 
person with the mild cold can ascend and, after a brief 
discomfort, will find his ears “‘clear.”” The lessened at- 
mospheric pressure has permitted the more compressed 
air within the middle ear to expel the mucus or pus. 

However, that same person, after returning to the 
ground, may have violently severe pain in the tym- 
panum due to the fact that the swollen mucosa of the 
ostium and any mucopurulent material within it or 
overlying it prevent the ingress of air. 

It is seldom that any person is seriously afflicted in the 
air. The great majority of “plugged ear” casualties oc- 
cur with return to ground. 


Self Treatment 


Airmen are cautioned to seek medical care in the 
event of serious, protracted colds or sinusitis. However, 
in the interests of preventing these painful episodes in 
those persons with mild colds or transient summer al- 
lergies, I have been instructing local airmen in the fol- 
lowing procedure. 

They are supplied with a dropper bottle of 1.0 per 
cent ephedrine solution combined with a stable antimi- 
crobial preparation. They are shown the illustration in 
Figure 1. The mechanics of the problem are explained 
to them, and it is pointed out that a line drawn from 
the naris to the inner ostium of the Eustachian tube 
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forms a right angle with the axis of the body. If they 
place their head so that the left naris is directly above 
the left pharyngeal ostium, or the right naris is directly 
above the right ostium, gravity will direct a fluid (nose 
drops) into the ostia when dropped into the nose. The 
position shown in Figure 3 can be assumed in any air- 
plane, and a tilting of the head a few degrees toward 
the side of the ostium that is being treated will ensure 
that the ostium will be bathed in nose drops. 

When the flier has shown sufficient evidence that he 
thoroughly understands the two positions, and has 
caused sensation in his own ears after using the drops 
himself, he is advised that, in the event of painful ears 
while ascending, he must: 

1. Clear his nose of as much secretion as possible by 
gently blowing his nose and clearing his throat. 

2. Increase the negative pressure in his nasopharynx 
by closing his mouth, pinching his nose and attempting 
to inhale vigorously. It is explained that this may result 
in drawing off some of the air that was trapped at a 
higher pressure in his middle ear. If this does not give 
relief, he is then told to: 

3. Place his head in position (Figure 3) and insert 
some four drops of solution on the side that is causing 
the most pain, keep his head in position, then “sniffle” 
in and out as he turns his head laterally with the side 
down that he is treating. It is explained that this pro- 
cedure serves to wash away mucus that covers the tis- 
sues of the ostium, and permits the nose drop solution to 
bathe the mucosa and enter the ostium. 

4. Again he is told to sit up and increase the nega- 
tive pressure in his nasopharynx. If this does not give 
relief, he is again placed in position, nose drops are 
placed in the naris, and the head is turned to the side 
that is being treated. He is instructed now to “pump” 
the drops into the Eustachian tube by closing his 
mouth, pinching his nose and alternately attempting to 
suck and blow. Relief is rapid as the infiltrating drops 
shrink the tissues and open the tube. 

It may be suggested that one should never assist in- 
fected material to enter the Eustachian tube. I would 
point out that, if infected material be present and if na- 
ture opens the pharyngeal ostium, changes of atmos- 
pheric pressure will force this material in the tube any- 
way. If this be so, then it seems best to have the ma- 
terial enter the tube in the company of an antimicrobial 
agent! 

If the air trip is to last no more than two hours, he is 
told that he will be protected from difficulties during 
descent by the action of the drops. If the trip is-to last 
longer than two hours, he must then repeat the pro- 
cedure one-half hour before descent in order to ensure 
tubal patency during the potentially more painful and 
dangerous maneuver of descent. 
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Figure 3. Position for insertion of nose drops. 











A nontoxic nodular gowter has considerable potentiality 

for causing trouble. The most serious morbid change ts carcinoma- 
a complication of debatable frequency. Other problems 

are thyrotoxicosis, thyrotoxic heart disease, intrathoracic goiter, 
nerve palsies (phrenic, recurrent laryngeal) due to compression, 
intrathyroid hemorrhage and thyroiditis. In its uncomplicated stage, 
a nodular goiter can be easily removed, 


with very low operative mortality and morbidity. 


The Morbidity of Nodular Goiter 


BY ARTHUR G. JAMES, M.D. 


Department of Surgery, University Hospital, Ohio State University Medical Center 


Columbus, Ohio 


SIMPLE GOITER usually causes no symptoms except 
slight disfigurement of the neck. Some of these goiters 
later become nodular. In other instances, nodularity of 
the thyroid develops without a known background of 
simple goiter. Nodular goiters may or may not cause 
symptoms, depending upon a number of factors—size 
and location of nodules, basic pathologic nature, and 
presence or absence of complications. 

Many times, in retrospect, it is apparent that a nodu- 
lar goiter should have been removed long ago. Case 7 
in this report (a thyroid cancer) stresses that point. 
This essay is intended as a plea for earlier considera- 
tion of thyroidectomy as definitive treatment. The case 
reports that follow exemplify the forms of illness that 
may result from various types of nodular goiter. 


Nontoxic Nodular Goiter 


Case 1.H. E., a 43-year-old white woman, com- 
plained chiefly of a mass in the neck. She had first noted 
this approximately 20 years previously. There had been 
slow, progressive increase in the size of the lesion. 
During the year prior to admission to the hospital, she 
had noted slight dysphagia and some sensation of 
pressure. There was nodular enlargement of both lobes 
of the thyroid gland, the enlargement on the right side 
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measuring approximately 8 cm. in its greatest diameter 
and that on the left measuring 5 cm. in diameter. The 
masses were moderately firm, nontender, and moved 
on swallowing. The basal metabolic rate was within 
normal limits. A subtotal thyroidectomy was per- 
formed. The final diagnosis was nontoxic nodular 
goiter. 

Discussion. Case 1 is an example of uncomplicated 
nontoxic nodular goiter. The hospital stay following 
thyroidectomy in such cases is usually short and un- 
eventful. The skin sutures are all removed by the 
fourth postoperative day, and the patient is discharged 
from the hospital on the fourth or fifth postoperative 
day. 

The symptoms produced by nontoxic nodular goiter 
are all mechanical. Often the only complaint is of a 
disfiguring mass in the neck. The symptoms depend 
upon the size and site of the goiter. Dyspnea may be 
produced by encroachment upon the lumen of the 
trachea, difficulty in swallowing may be caused by 
esophageal pressure and hoarseness may be produced 
by irritation of the recurrent laryngeal nerve. 

Pathologically, the main characteristic of this type 
of nodular goiter is the increased quantity of colloid. 
The alveoli lose their normal proportions and assume 
all sizes and shapes (Figure 1). The epithelium is low 
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or flat. The blood supply is diminished, and the inter- 
follicular stroma is more or less abundant. The nodules 
are produced by a failure of uniform involution 
throughout the entire gland after hypertrophy has oc- 
curred. Degenerative changes in nodules are common. 
Softening, cyst formation, hemorrhage and calcifica- 
tion are seen. When a nodule rapidly enlarges, it is 
usually due to hemorrhage into a cyst—hemorrhage 
resulting from changes within the blood vessel walls. 
Calcareous deposits are sometimes seen on x-ray of 
the neck (Figure 2). 

The operative mortality rate of nontoxic nodular 
goiter is very low. Large series have been reported 
without fatality. On the Head and Neck Service of this 
hospital, thyroidectomy has been performed on 190 
consecutive cases during the past five years without 
a fatality. 


Toxic Nodular Goiter 


Case 2. A.G., a 68-year-old white woman, com- 
plained of a mass in the neck, weight loss and nervous- 
ness. She had noticed the mass for the past 40 years, 
and it had gradually increased in size. There had been 
no unusual symptoms until 18 months prior to hospi- 
talization, when she noted emotional instability, nerv- 
ousness, weight loss and decreased tolerance to heat. 
She was seen by her family physician, and the basal 
metabolic rate was reported as plus 42 per cent. She 
was treated with Lugol’s solution and antithyroid 
drugs. At admission to the hospital, the basal meta- 
bolic rate was reported as minus 2 per cent. There was 
nodular enlargement of both lobes of the thyroid gland. 
This was nontender, moderately firm, and measured 
8 cm. in diameter. The pulse was 88. Following sub- 
total thyroidectomy, the postoperative course was en- 
tirely uneventful. The patient was discharged on the 
fourth postoperative day. The final diagnosis was toxic 
nodular goiter. 

Case 3. F.G., a 37-year-old white woman, was ad- 
mitted to the Ohio State University Medical Center 
complaining of enlargement of her neck. She first noted 
the enlargement 12 years prior to admission, and it had 
slowly increased in size. She had become progressively 
more nervous during the year before admission. Dur- 
ing the same period, she noted marked shortness of 
breath and palpitation on exertion. On physical exami- 
nation, the skin was very moist. There was a 7-cm. 
nodule in the neck which seemed to arise from the left 
lobe of the thyroid gland. This was movable and non- 
tender. The heart was slightly enlarged. The pulse was 
irregular in force, rate and rhythm. The blood pres- 
sure was 172/88. There was slight edema of the ankles. 
The remainder of the examination was within normal 
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Figure 1. Nontoxic nodular goiter. 








































Figure 2. Roentgenogram showing calcium deposits as a degener- 


ative change in nontoxic nodular goiter. 
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Figure 3. Toxic nodular goiter. 


limits. On admission, the basal metabolic rate was re- 
ported as plus 46 per cent. Roentgenograms showed 
marked deviation of the trachea to the right. The pa- 
tient was kept at bed rest, iodinized and subjected to 
thyroidectomy. The postoperative course was compli- 
cated by the auricular fibrillation with fast ventricular 
rate. However, the patient did not develop evidence of 
cardiac decompensation. The problem of the arrhyth- 
mia gradually came under control during the following 
week. The final diagnosis was toxic nodular goiter with 
cardiac involvement. 

Discussion. The preceding two cases represent non- 
toxic nodular goiter that became toxic. Such cases are 
usually classified as secondary toxic goiter as con- 
trasted with diffuse toxic goiter. Why nontoxic goiter 
should become toxic is not clearly understood. Some 
authors implicate a history of physical trauma, emo- 
tional strain or severe aaxiety. The first definite symp- 
toms that indicate toxicity are general in character: 
insomnia, general irritability, weakness and weight 
loss. The irritability or nervousness is usually the most 
severe symptom. Psychosis may also develop. 

The essential difference between the toxic and the 
nontoxic goiter lies in the epithelial hyperplasia and 
the changes in the colloid. The typical picture (Figure 
3) is that of a diffuse, heightened acinar epithelium, 
usually cuboidal, with the formation of new acini within 
the walls of the old or in the interacinar spaces. These 
changes are not uniformly present throughout the 
gland. The colloid of the alveoli may be scanty or may 
have completely disappeared. Lymphoid follicles be- 


come larger and more distinct after prolonged iodine 
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therapy. When a patient with a toxic goiter receive 
a short course of iodine treatment, the epithelial hype: - 
trophy and hyperplasia subside, colloid reappears anc 
the lymphoid tissue becomes more abundant. 

The operative mortality rate of secondary thyrotoxi- 
cosis is higher than with nontoxic nodular goiter. Be- 
fore preoperative iodine therapy came into use, toxic 
goiter had a mortality rate of 5 to 8 per cent. Iodine 
and later antithyroid drugs have brought the mortality 
rate to a very low figure. 

Thyroid crisis and cardiac involvement are the two 
most serious complications that can occur in toxic 
goiter. In addition, if the patient has endured toxicity 
for any length of time, he loses weight, develops fatigue 
and is not in physical condition to tolerate surgery as 
well as the patient with a nontoxic goiter. 

Before iodine was generally instituted as preopera- 
tive treatment, thyroid crisis was rather frequent after 
thyroidectomy. The newer antithyroid drugs have 
brought the incidence of crisis to a very low figure. 
Still this complication must be kept in mind in the 
patient who responds poorly to preoperative prepara- 
tion. Thyroid crisis is characterized by an exaggeration 
of symptoms of thyrotoxicosis. The pulse may be ele- 
vated to 200 per minute and fibrillation is often marked. 
A temperature of 103° to 108°F. is present, depending 
on the severity. The patient usually shows signs of ex- 
treme agitation as soon as he begins reacting from his 
anesthetic. Perspiration is abundant. Air hunger, trem- 
or, vomiting and psychosis are usually present. The 
etiology of thyroid crisis is not definitely known. 

Cardiovascular complications form a symptom com- 
plex referred to as thyrotoxic heart disease. The most 
constant and typical finding is tachycardia. The pulse 
is persistently rapid, even during sleep. It subsides 
only a little on bed rest. This differentiates it from the 
pulse of the neurasthenic which usually subsides to 
normal on rest. Auricular fibrillation is sometimes the 
first symptom to appear in thyrotoxicosis, and it is often 
observed long before there is any obvious change in the 
basal metabolism. The etiologic importance of the 
goiter may be overlooked and the patient treated for 
cardiac disease without improvement. The coexistence 
of auricular fibrillation with thyrotoxicosis is an urgent 
indication for surgery. Otherwise, normal rhythm can 
seldom be restored and, if restored, cannot be main- 
tained. Cardiac decompensation is another result of 
long-standing thyrotoxicosis. 





intrathoracic Goiter 


Case 4. 1.T., a 44-year-old woman, complained of a 
choking sensation. She first began feeling a tightness 
in her throat 15 years before admission to the hospital. 
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She was told at that time that she had a goiter. It caused 
her very little difficulty until two months prior to ad- 
mission when she began having choking sensations. 
On physical examination, there was fullness of the 
neck. A goiter involved both lobes and the isthmus. 
The left lobe was somewhat larger, and it had an intra- 
thoracic extension, The tumor moved on swallowing and 
was nontender. The basal metabolic rate was minus 2 
per cent. X-ray examination showed displacement of 
the trachea to the right and calcified areas in the thy- 
roid region. A subtotal thyroidectomy was performed. 
The postoperative course was uneventful, and the pa- 
tient was discharged on the sixth postoperative day. 
The final diagnosis was nontoxic nodular goiter with 
intrathoracic extension. 

Case 5. C.P., a 35-year-old woman, was admitted to 
the Ohio State Medical Center complaining of a “goi- 
ter.” Five years earlier she had noted a small lump on 
the left side of her neck. This increased in size slowly 
until the month before admission when it rapidly be- 
came larger. During that month, she had periods of 
choking and difficulty in breathing. During the two 
weeks prior to admission, she developed a dry hacking 
cough, and she became hoarse. The history did not 
suggest thyrotoxicosis. On physical examination, the 
left lobe of the thyroid gland was enlarged to about 
4 x 2 x 2 cm. This mass moved easily on swallowing 
and was not tender. The left side of the diaphragm was 
about three inches higher than the right and it did not 
move well on deep inspiration. The basal metabolic rate 
was plus 40 per cent. An x-ray of the chest and neck 
showed the trachea to be deviated far to the right, and 
the left diaphragm was higher than the right. The pa- 
tient was first treated with Lugol’s solution, and then 
a subtotal thyroidectomy was performed. The goiter 
extended into the thorax. The remainder of the hos- 
pital course was uneventful. The final diagnosis was 
toxic nodular goiter with intrathoracic extension, and 
left phrenic nerve paralysis and irritation of the recur- 
rent laryngeal nerve due to pressure. 

Discussion. The morbidity of nontoxic nodular goiter 
is increased by the formation of intrathoracic extension. 
The intrathoracic goiter usually develops from the low- 
er poles or the isthmus of the gland. The development 
is facilitated by (a) deep breathing, (b) muscular activ- 
ity in moving the head and (c) the nonresistance of the 
pliant structures of the superior mediastinum. A goiter 
may be either totally or partially intrathoracic. 

The clinical picture produced by intrathoracic goiter 
depends on the mechanical pressure on surrounding 
structures. A peculiar brassy cough and dyspnea are the 
most common complaints. The cough may be due to 
tracheal compression or displacement (Figure 4) or to 
irritation of a recurrent laryngeal nerve. Dyspnea may 
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Figure 4. Roentgenograms showing lateral tracheal deviation and 
anterior displacement of the trachea due to a large nodular goiter. 
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follow the least exertion or sudden movement of the 
head. The patient often cannot find a comfortable posi- 
tion for sleep. Pressure on the large veins may cause 
facial cyanosis and edema. This at times causes roaring 
in the ears and vertigo. Case 5 presented a paralysis of 
the left part of the diaphragm due to pressure on the 
phrenic nerve. 


Goiter with Hemorrhage 


Case 6. H.E., a 75-year-old white man, was admit- 
ted to the Ohio State University Medical Center com- 
plaining of an enlargement of the neck. The swelling 
had occurred suddenly about two months prior to ad- 
mission. On physical examination, there was an en- 
largement in the thyroid region. There was a hard, 
firm, nodular mass in the right side of the thyroid 
gland. The mass measured 7 x 5 x 3 cm. It was not 
tender. The basal metabolic rate was minus 7 per cent. 
Roentgenograms of the neck showed anterior displace- 
ment of the trachea. A thyroidectomy was performed. 
The postoperative course was uneventful. The specimen 
consisted primarily of a large hemorrhagic cyst occupy- 
ing the entire upper pole of the right lobe. The re- 
mainder of the gland was occupied by numerous colloid 
nodules. The final diagnosis was nontoxic nodular goi- 
ter with hemorrhage into a cyst. 

Discussion. Hemorrhage almost always occurs in 
adenomatous tissue and not in the thyroid itself. The 
walls of the vessels that give rise to hemorrhage are 
usually very thin. This is especially true of the veins. 
Rupture may result from actual trauma but, as a rule, 
there is no history of injury. Usually the patients have 
not known that they had a goiter; or, if they knew one 
was present, it had never caused any difficulty. In 
some instances, the patient tells of some physical labor 
that would have been sufficient to elevate the blood 
pressure, at least for the moment. 


Carcinoma of the Thyroid 


Case 7. M.G., a 54-year-old woman, complained of 
enlargement of the neck. About 30 years before hos- 
pitalization, she had noticed a sudden painless enlarge- 
ment of the left side of the neck. That swelling grad- 
ually subsided in a few months. However, for the past 
12 years there had been some enlargement of the neck, 
but not enough to cause any difficulty. Five weeks prior 
to admission, the swelling in the neck again became 
larger. There had been a weight loss of 15 pounds dur- 
ing a two-year period. On physical examination, there 
was marked fullness of the neck. The enlargement ex- 
tended from the hyoid bone to the manubrium, and 
laterally it extended from the anterior border of the 
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right sternocleidomastoid muscle to the posterior bor- 
der of the left sternocleidomastoid muscle. The en- 
largement was firm and slightly tender. The basa! 
metabolic rate was plus 12 per cent. Ecchymotic areas 
and a noticeable venous pattern were present over the 
upper part of the chest and the left arm. The patient 
had been having frequent headaches and pain in the 
neck, and for one week prior to admission, she had 
had difficulty in swallowing. Fluoroscopy and x-ray 
examination of the neck showed deviation of the trachea 
to the right with considerable anteroposterior and later- 
al compression. 

Thyroidectomy was attempted. Because of local in- 
vasion, it was impossible to remove all of the tumor 
tissue. The goiter presented the general characteristics 
of a cancer. The patient showed only slight improve- 
ment following this. On the eighth postoperative day, 
dyspnea and stridor increased, and an emergency trach- 
eostomy was performed. About four days afterward, 
the patient began having increasing difficulty in breath- 
ing through the tracheostomy tube. Finally she became 
semiconscious and died. 

At autopsy, local extension of the thyroid malignancy 
was found in all of the surrounding structures. There 
were metastases to the mediastinal lymph nodes. 
Lymphatic blockage had produced the marked edema 
of the neck. Microscopically, most of the thyroid ele- 
ments had been replaced by cancer and there was very 
little connective tissue stroma. The final diagnosis was 
adenocarcinoma superimposed on a nontoxic nodular 
goiter. 

Discussion. It has long been known that cancer can 
occur in clinically benign nodular goiter. It is impos- 
sible to state what percentage of carcinomas develop in 
pre-existing thyroid nodules. Certainly some of them 
do. On the other hand, many times the nodules ob- 
served are malignant from the time that they are first 
evident. Medical writings show differences of opinion 
as to the incidence of thyroid cancer in nodular goiter. 
From a practical standpoint and in view of the present- 
day evidence, one should advocate surgical excision of 
thyroid nodules, especially if they are increasing in 
size and if the nodules are firmer than the usual thy- 
roid gland. 

Many classifications have been proposed for thyroid 
cancer. A simple workable one is as follows: (a) papil- 
lary adenocarcinoma, (b) follicular and alveolar adeno- 
carcinoma and (c) undifferentiated carcinoma. 

Papillary adenocarcinomas are the commonest type 
and the least malignant. They may occur at any age 
but are commonly seen in the younger age group. The 
papillary lesions are readily recognized microscopically. 
Small cystic cavities are usually shown, with intracystic 
papillary projections. The growth of papillary lesions 
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is slow; they do metastasize to regional lymph nodes. 

Follicular and alveolar adenocarcinomas may be easi- 
ly recognizable grossly or may be apparent microscop- 
ically in a tumor that grossly appears as a benign ade- 
noma. This lesion may be confined to the capsule of an 
adenoma or may spread into the parenchyma of the 
thyroid gland. Blood vessel invasion is frequent. 

Undifferentiated carcinomas grow rapidly. This type 
usually forms a solid, highly invasive tumor. The prog- 
nosis is poor. The follicular pattern is usually com- 
pletely lost, and the anaplastic cells may be round or 
spindle shaped. This type may develop in a pre-existing 
goiter or within a nongoitrous gland. 

An important clinical evidence of malignancy is a 
history of relatively rapid increase in size and firmness 
in a previously quiescent or slowly growing nodule. A 
prophylactic measure against malignancy of the thy- 
roid is thyroidectomy for the nontoxic nodular goiter. 


Thyroiditis 


There are three main types of thyroiditis: (1) struma 
lymphomatosa, (2) Riedel’s struma and (3) subacute 
thyroiditis. 

Case 8. E.S., a 63-year-old woman, entered the Ohio 
State University Medical Center complaining of sore 
throat. The illness began suddenly one month prior to 
admission. The patient had had a goiter in her child- 
hood, but it had caused her no difficulty. During the 
month prior to admission, the goiter had enlarged and 
become tender. Examination revealed an enlargement 
of the thyroid which was hard and bilaterally nodular. 
The basal metabolic rate was minus 23 per cent. After 
medical evaluation, subtotal thyroidectomy was per- 
formed. The thyroid was found to be hard and nodu- 
lar, but it was not adherent to the surrounding tissue. 
The final diagnosis was nontoxic nodular goiter, Hash- 
imoto’s struma. 

Discussion. Struma lymphomatosa was first described 
by Hashimoto in 1912. The fundamental picture is that 
of a degenerative change in the thyroid gland, unac- 
companied by evidence of acute inflammatory process. 
Microscopically, one sees a diffuse lymphoid infiltration 
between the follicles, often with formation of secondary 
nodules. There is a variation in the intensity of lympho- 
cytic infiltration, ranging from only sparse lympho- 
cytes scattered between colloid-containing follicles to 
complete obscuring or displacement of the normal 
architecture by confluent masses of lymphocytes. Fibro- 
sis is rarely a prominent feature. When present, fibrosis 
is always limited by the capsule of the gland, while in 
Riedel’s struma, fibrosis extends into the surrounding 
structures. The enlargement usually involves both 
lobes and the isthmus. 


GP September 1955 


The outstanding clinical finding is the hardness of 
the gland. Clinical differentiation from Riedel’s struma 
is usually not possible. The hardness of the thyroid 
may suggest a cancer. The basal metabolism of these 
patients is usually below normal. Clinical evidence of 
myxedema is present in some patients. 

Case 9. N.P., a 45-year-old woman, was admitted to 
the Ohio State University Medical Center complaining 
of fullness and tenderness of the neck. About 12 years 
before admission, she began having “strangling spells,” 
particularly at night. These continued periodically for 
six years. She had no further difficulty until six weeks 
prior to admission when she noted enlargement in her 
neck. During the two weeks prior to admission, the 
mass was tender, and there had been difficulty swaliow- 
ing food. On examination, there was nodular enlarge- 
ment of the thyroid gland. A hard nodular mass was 
present in the right side, measuring about 4 cm. in 
diameter, and a smaller enlargement on the left side. 
The masses were tender. The basal metabolic rate was 
minus 32 per cent. Subtotal thyroidectomy was per- 
formed. The final diagnosis was Riedel’s struma. 

Discussion. Riedel’s struma is characterized by a 
progressive rapid swelling of the thyroid. It may in- 
volve one or both lobes. At operation, adhesions are 
found between the capsule and the adjacent strap 
muscles. There may be involvement of the trachea, 
carotid artery, internal jugular vein and recurrent 
laryngeal nerve. Microscopically, the glandular struc- 
ture is almost entirely replaced by connective tissue. 
The adhesions about the gland are very firm, and it 
may be impossible to find any line of cleavage. Some 
have suggested that Hashimoto’s struma is an early 
form of Riedel’s struma. 

Case 10. B.C., a 22-year-old woman, was admitted to 
the Ohio State University Medical Center because of 
enlargement of the thyroid region. She gave a history 
of having had a goiter approximately two years. Five 
months prior to admission, the mass had begun to in- 
crease in size. The basal metabolic rate at that time 
was plus 5 per cent. Because the patient was five 
months pregnant, thyroidectomy was recommended 
following delivery. Three days prior to admission she 
noted rapid increase in the size of the thyroid mass, 
tenderness of the neck and fever. On examination, 
there was nodular enlargement of both lobes of the 
thyroid gland, the right lobe measuring approximate- 
ly 4 cm. in diameter, and the left, approximately 6 cm. 
in diameter. The masses in the neck were quite ten- 
der. On admission, the patient’s temperature was 
103°F. She was treated conservatively, and her signs 
and symptoms subsided. Fourteen days after admis- 
sion, subtotal thyroidectomy was carried out. The 
postoperative course was uneventful. The final diag- 


77 








nosis was nontoxic nodular goiter with acute thyroiditis. 

Discussion. Thyroiditis may occur in a nongoitrous 
gland, but it also occurs in a gland that contains a non- 
toxic nodular goiter, as this case demonstrates. The 
commonest symptoms are thyroid enlargement, pain, 
tenderness and fever. The process may involve one 
part or all of the gland. It may manifest itself as an 
acute, severe, fulminating form, with high fever and 


severe pain, or as a chronic form that produces a low- 
grade sore throat and possibly a low-grade fever. Mi- 
croscopically, the gland shows some evidence of in- 
creased vascularity and infiltration by leukocytes anc! 
lymphocytes. 


A bibliography accompanying this article is available upor 
request from the Editorial Office of GP. 





We are such stuff as dreams are made on 


As STUDIED Topay by modern psychiatrists, dreams are of 
great scientific value, and in no way are related to fortune- 
telling or cult lore. What are they? Dreams to us are like 
x-rays to the internist and surgeon. They give us clues as 
to what is going on currently beneath the surface. They are 
made up of thinking that continues during sleep. While we 
are asleep, our deeper feelings influence our thinking, and, 
furthermore, because in sleep our conscience is partially off 
guard, feelings and thoughts dare to come closer to the sur- 
face. These are woven into the dreams. Everything that 
happens in a person’s dreams is his responsibility. The 
dreamer, so to speak, writes the script, directs and sees the 
action carried out. If we should have another person shoot 
someone in our dream, it was our idea to stage the shoot- 
ing. Nothing happens in a dream by chance, and it is the 
psychiatrist’s task with the patient to unravel what was 
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DON'T vacillate. 
DO be positive. 











Once having established your diagnosis of a neurotic 
illness, stick to it unless you see a good reason for 
changing it. If your initial examination was thorough 
and there are positive evidences of an emotional illness, 
be satisfied. Do not make repeated examinations. This 
can only make the patient wonder why you say his con- 
dition is understood and then act so unsure of yourself. 
He either has heart disease or he does not. If he does 
not have it, there is no need to recheck blood pressure 
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going on in sleep; namely, unconsciously. We cannot un- 
derstand most dreams unless we know the patient. To be 
sure there are some fairly standard dreams, and it is simple 
for the experienced therapist to detect the hidden wish or 
impulse emerging. Still, we should not comment on any- 
one’s dreams but those of our own patients. Why ? Because 
there are many useful defenses in every dream, and unless 
the dreamer is our patient, we have no right to dilute or 
rob him of a defense. I listen to no dreams of family, secre- 
taries or friends. In long complicated psychotherapy, 
dreams constitute one of the two or three best guides to 
assist the psychiatrist in knowing what is pressing up from 
the patient’s unconscious and needs consideration in order 
to alleviate his anxiety or depression. The hidden wish 
creeps up in nearly all dreams, and if it were truly a for- 
bidden antisocial wish it may pitch the sleeper into such a 
panic that he awakens. 

—Adelaide M. Johnson, m.p., Proc. Staff Meet. Mayo Clin., 
30: 141, 1955. 





and heart frequently. If you are not certain, get a con- 
sultation. Uncertainty on the part of the physician is 
the food which nourishes neuroses. 





UL DIRGIIOS a 











’ ~s The pathologic implications of uncomplicated common 


SY or idiopathic gastritis are far greater than its importance 


S as a source of subjective illness. Only occasionally is one justified 


in explaining chronic dyspepsia by a diagnosis of gastritis. 
The significance of the whole-patient functional problem, 


particularly, must not be de-emphasized merely because gastritis 
has been detected in a patient with stomach complaints. 


The clinical importance of gastritis lies largely in its complications. 


The greatest threat to the patient with gastritis is hemorrhage. 


Rwy It seems probable that carcinoma occasionally represents 


the final stage in the progression of pathologic events. 


Clinical Implications of Common Gastritis 


BY EDDY D. PALMER, tT. COL., M. C. 
Gastroenterology Service, Walter Reed Army Hospital 


Washington, D.C. 


Ir sEEMS only proper to begin a discussion of gastritis 
with a brief recounting of the history of the disease, 
because some explanation must be offered for the 
unusual degree of enigma, misinformation and pre- 
judice that has surrounded thinking on diffuse gastric 
mucosal disease. The story can be said to begin with 
Francois Broussais, Napoleonic surgeon and pathol- 
ogist and man of remarkable influence. He studied 
stomachs at autopsy, and concluded that gastritis is 
not only the most common disease of man but also the 
most important. In fact, he speculated that gastritis 
might be the causal lesion behind such diseases as 
pneumonia and typhoid fever. So great was the pro- 
fessional stature of Broussais that his concepts were 
accepted for many decades. 

Although resistance to Broussais’ gastritis was ex- 
pressed from time to time, especially in England, it 
was not until the latter part of the Nineteenth Century 
that Knut Faber and associates in Copenhagen showed 
that this “gastritis” represented little more than the 
autolytic changes of the dead stomach. By fixing the 
stomach in situ immediately after death, they eliminated 
post-mortem, although not agonal, change. Neverthe- 
less, they concluded that all adults have some gastritis 
ind postulated that chronic gastritis represents the 
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morphologic residuals of the acute insults to which 
all stomachs are exposed from time to time. 

The gastroscopists entered the picture in force 
during the second quarter of the Twentieth Century. 
Quickly the gastroscopists wrested control of the 
gastritis matter. It is a remarkable thing how that 
ancillary consultant, the gastroscopist, was accepted 
as the supreme authority in the field. He not only re- 
defined and reclassified, but also dictated management 
for the clinician. He did all this without any but the 
most fragmentary histopathologic correlations. When 
study of resected stomachs did not disclose disease 
that corresponded well with the gastroscopic diagnoses, 
it was explained that the manipulations required for 
resection cause important artefacts in mucosal mor- 
phology. 

Resistance to the very common gastroscopic diag- 
nosis of gastritis actually came more from the clinician, 
who began to see that it was too often at variance with 
the clinical facts, than from those who were disturbed 
over histopathologic correlations. Gastroscopy was ob- 
viously adding so much to clinical investigation of 
isolated stomach lesions—ulcer and cancer, in par- 
ticular—that the clinician reacted to his feeling that 
he might have been hoodwinked over the gastritis 
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matter by damning the disease, rather than gastroscopic 
interpretation. Gastroscopy, like other new diagnostic 
procedures, it seems, had to suffer through its period 
of overenthusiasm, but was thus partly spared during 
its period of reactive skepticism. 

The period of the 1940’s was, nevertheless, a spec- 
tacular one for the growth of gastritis, gastroscopically 
diagnosed. The clinician for a while found the concept 
of common nonspecific gastritis to be useful, and he 
was grateful for a positive gastroscopic diagnosis in the 
chronic dyspeptic for whom no other examination 
technique furnished an organic answer. The gastro- 
scopist divided idiopathic gastritis into three mor- 
phologic types, any of which could be used as a proper 
explanation to the patient who was spending time and 
effort looking for the doctor who could tell him what 
was wrong with his stomach. Chronic superficial gas- 
tritis, chronic atrophic gastritis and chronic hyper- 
trophic gastritis became popular diagnoses, and among 
gastroscopists, at least, there was little quarrel over 
the specificity of the individual anatomic pictures. The 
superficial and atrophic types seemed to have positive 
associations with depressed gastric secretion, per- 
nicious anemia, polyp formation and gastric cancer. 
Hypertrophic gastritis seemed to be a disease by itself, 
never mixed with other forms of gastritis, not associated 
with any other organic stomach disease, and not a 
part of any systemic or extragastric organic disease. 
It became an overworked diagnosis. Clinical acceptance 
was, in retrospect, largely a matter of clinical ex- 
pediency. 

At this moment the gastritis matter finds itself once 
again in turmoil, the reason being that the specter of 
gastroscopic-histopathologic discrepancy had to be 
faced sooner or later. It is possible, however, that the 
histopathologic problems of gastritis may shortly be 
cleared up, and with them, it can be hoped, the problem 
of clinical significance. This seems possible because 
recently developed techniques now permit safe and 
easy peroral biopsy of the gastric mucosa. In addition 
to better histopathologic understanding, biopsy speci- 
mens furnish a concrete basis for making an appraisal 
of clinical significance and for formulating criteria for 
more accurate gastroscopic interpretation. One cannot 
help but observe parenthetically that division of the 
gastritis house against itself will certainly result in a 
firmer position for the whole gastritis matter. Without 
a degree of ambivalence at this stage, gastritis could 
die of its own neutrality. 


Classifications and Histopathologic Definitions 


Gastritis is many diseases. Most involve only the 
mucosa but a few, such as phlegmonous gastritis, may 
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involve the entire thickness of the gastric wall. Some 
are due to specific infectious agents and in these cer- 
tain aspects of the pathology are similar to the changes 
found in other organs afflicted with the same specific 
disease. The idiopathic forms of gastritis are those 
that are usually referred to as “common gastritis,” 
and they are the ones that are responsible for the 
gastritis problem. 

The specific inflammatory diseases of the stomach 
will be mentioned only in the following classification. 
They have constituted no interpretational enigma. 

A. Acute specific gastritis 
1. Corrosive 
2. Phlegmonous 
3. Emphysematous 
B. Chronic specific gastritis 
1. Granulomatous (tuberculosis, syphilis, sar- 
coidosis, foreign body) 
C. Miscellaneous processes, not gastritic 
1. Embolic “gastritis” 
2. Ischemic erosions 
3. Storage processes (amyloidosis, hemosidero- 
sis, hemochromatosis, the lipoidoses) 
4. Endogenous trauma (retained foreign bodies, 
hyperactivity) 
5. Allergic 
Common gastritis may be classified in this way: 
A. Acute idiopathic gastritis 
1. Degenerative 
2. Hemorrhagic 
B. Chronic idiopathic gastritis 
1. Reactive 
a. Degenerative 
i. Degenerative phase 
ii. Regenerative phase 
b. Atrophic 
i. Inflammatory stage 
li. Quiescent stage 
c. Hyperplastic (diffuse, localized) 
d. Lymph follicular 

This is entirely a histopathologic classification. 
There are important clinical implications, however, 
and it is difficult to judge the full significance of 
gastritis in any particular patient unless the histo- 
pathology of the mucosa is known. As will be seen, 
this has less to do with the patient’s symptoms than 
with the complications of gastritis. 

In addition to thinking of common gastritis in 
terms of a detailed classification, which most certainly 
is a necessity, there is something to be gained by 
approaching the disease in terms of a progression of 
histopathologic events. There are two important basic 
concepts to be considered in this connection. First, it 
appears rather certain that chronic gastritis does not 
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represent the accumulation of the morphologic con- 
sequences of prior insults to the stomach. Chronic 
gastritis is not a sequel of acute gastritis. Acute 
gastritis heals without pathologic residuals. 

Second, although one would be leery at this stage 
of our understanding of postulating a unitarian theory 
to encompass the pathology of all the chronic idio- 
pathic gastritides, it is possible to find successive steps 
from the simplest form through all of the various 
stages except the lymph follicular type (Figure 1). 
Even acute and chronic gastritis appear to have the 
same type of mucosal frailty to account for the de- 
finitive histopathologic disease. There is an important 
implication here to support the general principle that 
an organ responds to injury in its own fashion, not 
according to the nature of the injury. 

Acute Idiopathic Gastritis. Here the clinical circum- 
stances often suggest specific etiology in individual 
patients, in spite of the absence of pathologic specificity. 
It may follow several types of acute insult—alcoholism, 
food poisoning, drug and food sensitivities, and certain 
acute infectious diseases, such as pneumonia, strep- 
tococcal pharyngitis, scarlet fever and diphtheria. 
Histopathologically, only one disease is found. 

It is important to note that even in those cases 


which are secondary to ingestion of a noxious agent, 


such as alcohol, the damage is not exerted against 
the mucosa’s surface epithelium, but against a deeper 
stratum—that formed by the necks of the gastric 
tubules (Figure 2). The process may be either that of 
necrobiosis of the neck cells (acute degenerative 
gastritis) or that of hemorrhage into the neck stratum 
(acute hemorrhagic gastritis) (Figure 3). The surface 
epithelium remains unaffected, exhibiting a remarkable 
degree of native resistance. This makes it rather certain 
that acute idiopathic gastritis is a hematogenous disease, 
and that the upset that follows alcoholic excess and 
food poisoning, as well as that which accompanies 
infectious diseases, is secondary to absorption of toxic 
substances. In fact, one can produce acute gastritis 
rather easily by administering alcohol intravenously. 

One of the important results of damage through the 
neck stratum is simultaneous exfoliation of the super- 
ficial portion of the mucosal layer in many areas of the 
stomach (Figure 4). Such an event exposes a tremen- 
dous vascular bed, and the result frequently is severe 
hemorrhage. Erosive gastritis may heal very quickly, 
and, unless gastroscopy is done during hemorrhage, 
the disease may be overlooked. 

Chronic Gastritis. There is usually no evident 
etiologic circumstance in the initiation of and pro- 
sression through the various forms of chronic gastritis. 
Varenthetically, it must be mentioned here that the 
‘iagnosis of chronic gastritis necessarily implies disease 
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Figure 1. Schematic representation of the significant pathologic 
changes in the chronic idiopathic gastritis progression. 


— 


Figure 2. The gastric tubule and its zone of weakness. 




















Figure 3. Camera lucida drawing showing necrobiosis of neck cells 
of gastric tubule (right). This appears to be the primary pathologic 
process in gastritis. On the left, a cast of shed chief and parietal 
cells is being extruded through the foveolar lumen, into the stomach. 


Figure 4. When the necks of the gastric tubules undergo necrosis, 
there may be exfoliation of the intact foveolar and surface epithelial 
layers, to produce erosions. 


of epithelial cells. Extrusion of leukocytes through th 
gastric mucosa into the stomach is a physiologic 
process, and mucosa which is altered only by th« 
presence of inflammatory cells in its stroma cannot 
be considered abnormal. 

Chronic degenerative gastritis is characterized 
anatomically by necrobiosis of the neck cells (Figure 5), 
shedding of unaltered gland cells as cell-casts, nuclea: 
changes in the surface epithelial cells, and varying 
amounts of inflammatory infiltration. It is usually 
found as an isolated lesion. Its regenerative phase is 
characteristic of the stomach in which a permanent 
enterostomy has been made. This is a remarkably static 
phase. Degenerative gastritis may clear spontaneously, 
but at times the loss of gland cells may be progressive, 
so that atrophic gastritis results. 

**Atrophy” when applied to the gastric mucosa refers 
only to loss of parietal and chief cells, i.e., the true 
glandular cells. Chronic atrophic gastritis, in both its 
inflammatory and quiescent stages, is most often merely 
the end-result of degenerative gastritis (Figure 6). It is 
commonly associated with gastric carcinoma and 
chronic wasting diseases, and is the anatomic basis 
for achlorhydria. It is the gastritis of pernicious anemia 
and sprue. The quiescent stage is the first end-stage 
of the chronic gastritis progression. The inflammatory 
infiltration of the inflammatory phase has cleared and, 
in addition to disappearance of the glandular elements, 


the foveolae may have largely atrophied, so that the 
mucosa may be represented by little more than the 
surface epithelium. 

But even though the glandular portion of the tubules 
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Figure 5. Photomicrograph of necrobiosis of two necks in specimen 
of gastric mucosa removed by vacuum-tube biopsy. The pathologic 
diagnosis was chronic degenerative gastritis. 


has now disappeared and inflammatory activity has 
cleared from the stroma, the remaining foveolar cells 
retain hyperplastic propensities. Overgrowth of foveolar 
and surface epithelium may begin at any time after 
the onset of the atrophic process, but usually it waits 
until most chief and parietal cells have disappeared. 
The result is hyperplastic gastritis. This may be local- 
ized to produce adenomatous polyps, or diffuse, with 
uniform thickening of the mucosa. 


Diagnosis of Gastritis 


Acute gastritis is easily suspected clinically. That 
which follows the common inciting factors seldom re- 
quires gastroscopic confirmation. A degree of gastritis 
is regularly expected following endogenous and exog- 
enous intoxications, but it heals quickly. If erosions 
should develop, leading to hemorrhage, however, the 
problem takes on quite a different aspect. Similarly, 
the call for therapy of the gastritis suddenly becomes 
compelling. 

It must be emphasized that the radiologist is not able 
to detect common gastritis. There has been much con- 
fusion over this matter, largely because it has not been 
fully appreciated that the size of gastric rugae is not 
determined by the health of the overlying mucosa. 
Somehow it has become customary in some quarters 
for the radiologist to speak of large gastric rugae as 
“hypertrophic,” and this has been misinterpreted as 
indicating gastritis. The width of gastric rugae, how- 
ever, has been proved to be largely a function of the 
tone of the muscularis mucosae. 

Gastric analysis has little to offer in the diagnosis of 
gastritis. True, the mucosa which is entirely atrophic 
will secrete no free acid, but the mucosa which is 
histologically normal may at times secrete none either. 
No form of chronic gastritis is characterized by hyper- 
secretion. 

Specific diagnosis can be made only by gastroscopy 
and by gastric mucosal biopsy. Both are considered 
office procedures by most gastroenterologists. Peroral 
biopsy with the vacuum tube requires only a few 
seconds. With less trouble than it takes to do a gastric 
analysis, it is possible with this instrument to obtain 
a sample of gastric mucosa which is free of post-mor- 


Figure 6. The atrophy that follows degenerative gastritis appears to 
be explained largely by the extrusion of chief- and parietal-cell 
casts through the tubule lumina into the stomach. Here two casts 
are seen in the foveolae, on their way to the mucosal surface. Note 
thet the cells composing the casts appear normal. 
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tem, agonal and surgical artefact. Having no external 
moving parts, the instrument is designed to sever a 
disc of mucosa which has been sucked into its lumen. 
The weakness of any biopsy technique lies in the fact 
that it is merely a sampling method, and chronic 
gastritis is seldom a diffusely uniform disease. Fur- 
thermore, the area of biopsy can be selected in only a 
rough fashion. With the operating gastroscope one 
can select limited specific areas of the mucosa for 
biopsy, but the technique is much more difficult and 
the specimens obtained are not so adequate for proper 
interpretation. 

By gastroscopy one can evaluate almost all of the 
stomach’s insides, and localized lesions as well as the 
mucosa in general may be studied at close quarters. 
Gastroscopic interpretation of gastritis appears to be 
much more difficult than once thought. It has been 
the recent experience of those who have been able to 
compare gastroscopic with biopsy diagnoses that cor- 
relations are not very good. This, however, is largely 
explained by the natural tendency to attempt com- 
parison of established gastroscopic gastritis classifica- 
tion with the histopathologic picture. If one can accept 
the inevitable, that gastroscopic classification has been 
faulty and will have to be changed, then the lack of 
correlation becomes a matter of no current concern. 
There has been no vitiation of gastroscopic recogni- 
tion of gastritis by recent biopsy observations—merely 
gastroscopic interpretation of gastritis types. Gas- 
troscopy remains the most important means for clinical 
recognition of gastritis. 


The Symptoms of Common Gastritis 


It is difficult to discuss the symptomatic proclivities 
of common chronic gastritis except in general terms. 
Certainly, the histopathologic significance is far 
greater than the clinical importance. Certainly, too, 
the clinical mistake which, in retrospect, appears to 
have contributed most to the gastritis confusion has 
been an insistence upon making a correlation between 
the symptomatic picture and the pathologic picture. 
There have been those familiar myopic attitudes that 
there must be a recognizable symptomatic pattern 
among patients who have a common mucosal disease, 
that the patient with the sickest looking stomach 
must be subjectively sickest and, worst of all, that 
detection of gastritis automatically means illness. The 
trouble with gastroscopy has been that it has proved 
too effective in diverting attention from the whole 
patient. 

_ Gastroscopy has been used to emphasize the pa- 
tient’s abnormal structure rather than his problem. It 
has been utilized as an interpretational device, rather 
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than as the plain aid to physical diagnosis for which |. 
was intended. There is still no better test for the whoi: 
patient than the history, and, after the gastroscojx 
has demonstrated gastritis, it is still necessary to find 
out if it is the gastritis that is making the patient sick. 

It is believed that uncomplicated common chron 
gastritis rarely causes sickness. To put it in a more 
practical way, rarely can chronic upper gastrointestinal 
symptoms be correctly ascribed to common gastritis. 
The two clinical errors that are most likely to lead to 
the erroneous fingering of gastritis as an explanation 
for symptoms are, first, discontinuation of investiga- 
tion of the patient for further organic disease after 
gastritis has been detected and, second, reluctance to 
make a diagnosis of functional upper gastrointestinal 
disease after organic trouble in the form of gastritis 
has been found in the stomach. 

It is difficult to know when to stop looking for 
organic diseases in any patient after one has been 
found. It is at times still more difficult to avoid the 
attitude that psychogenic disease is all well and good 
but it can hardly be entertained as a proper diagnosis 
if there is organic abnormality present. From the be- 
ginning of the gastroscopic era, many of the more 
experienced internists insisted that psychogenic upper 
gastrointestinal disease was being mistaken for gastri- 
tis. It is becoming clear that they were right. For the 
best illustration in point, one may consider the re- 
markable saga of “‘chronic hypertrophic gastritis.” 


“Chronic Hypertrophic Gastritis” 


This has been accepted as the commonest form of 
idiopathic gastritis in most gastroscopic clinics for 
more than a decade. It has been a diagnosis that could 
be made only by endoscopic examination, so the clini- 
cian became a captive of the endoscopist as far as this 
diagnosis was concerned. The gastroscopic signs have 
been recognized as a bit ambiguous in many cases, but, 
when pebbling of the mucosal surface could be demon- 
strated, the diagnosis was considered assured (Figure 
7). 

There have been, however, three disquieting ob- 
servations which have defied realistic explanation. 
First, some gastroscopists were making the diagnosis of 
‘chronic hypertrophic gastritis” in as many as 40 per 
cent of the patients coming to gastroscopy, while 
others found the incidence to be about 5 per cent. 
Second, in spite of its alleged high gastroscopic inci- 
dence, the pathologists have found it to be rare in sur- 
gical and autopsy material. In fact, many pathologists 
have consistently denied the existence of any such en- 
tity. Third, the histopathologic explanation which was 
being offered for the gastroscopic picture suggested 
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that the disease should be relatively static, yet most 
gastroscopists were reporting quick and wide varia- 
tions in distribution of the process upon successive 
examinations. 

As long as there was no actual pathologic informa- 
tion to justify doubts over the validity of the gastro- 
scopic diagnosis of “‘chronic hypertrophic gastritis,” 
it continued to be used. But during the past five years, 
the results of biopsy study have resolved these prob- 
lems by indicating that the gastroscopist has not been 
seeing organic disease when he made the diagnosis of 
“chronic hypertrophic gastritis.”” Mucosal specimens 
removed by biopsy directly from areas that have shown 
the characteristic gastroscopic signs of “chronic hyper- 
trophic gastritis” have been histopathologically normal 
or almost so. 

If the gastroscopist has been misinterpreting normal 
mucosa as chronic gastritis, some explanations are in 
order. Actually, explanations come readily and appear 
satisfactory to those who have been disturbed over dis- 
regard for psychosomatic thinking in the gastritis mat- 
ter. It appears that the gastroscopist’s “pebbles,” an 
important feature of “chronic hypertrophic gastritis,” 
are no more than the mucosa’s areae gastricae (Figure 
8). The areae gastricae are part of the stomach’s nor- 
mal anatomy, but it had been thought that, although 
they frequently could be found in resected stomach 
specimens, they are rarely discernible in the living 
stomach. Some observers, including the writer, be- 
lieved that they were a feature only of the dead stom- 
ach. It was a common observation that when the dead 
stomach is entirely relaxed, as usually seen at autopsy, 
there are no visible areae gastricae, but that they are 
almost always prominent on the mucosa of the tightly 
contracted resected specimen. Thus the control of the 
stomach’s muscular tone over the production of areae 
gastricae, even after the organ has been removed from 
the body, has been evident for a long time. It is be- 
lieved that the muscularis mucosae rather than the 
muscularis propria is directly involved in this mucosal 
change, but whether the two layers behave in concert 
as far as the resting tone is concerned is not clear. 

So it appears that the gastroscopist may see areae 
gastricae or “pebbles” in any patient who has a tense 
stomach. He can feel confident that the mucosa that is 
“pebbled” is not necessarily diseased. It is apparent 
that the usefulness of the gastroscopist in this situation 
is greater than the negative one of excluding actual 
gastritis—he can make the positive contribution of 
demonstrating a presumptive sign of abnormal muscu- 
lar tone. This tenseness of the stomach may well be the 
explanation for the patient’s symptoms. Thus, it is 
possible that all along the gastroscopist has been find- 
ing a physiologic sign of the illness in his patient with 
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Figure 7. Gastroscopic view of very “severe” instance of pebbling, 
formerly considered the primary sign of “chronic hypertrophic 
gastritis,” but now considered only exaggerated areae gastricae in 
a tense stomach. 


Figure 8. Resection specimen, with gastric ulcer. The areae gastricae 
show well. 
















Figure 9. If the gastroscopist could only see these pictures rather than 
“hypertrophic gastritis,” he would be able to make more accurate 
diagnoses. 


Above drawings by Phyll Anderson. 
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“chronic hypertrophic gastritis” and that the sin he 
only been that of misinterpretation (Figure 9). 

















































Complications of Gastritis 


If the importance of common gastritis as a cause of 
dyspepsia must be de-emphasized, the opposite is 
surely true of gastritis complications. Gastritis as a 
source of hemorrhage, especially, demands sincere 
respect. 

There seems to be no immediate hope that the riddle 
of causal association between atrophic gastritis and 
cancer will be solved to everyone’s satisfaction. The 
facts are that gastric cancer is frequently associated 
with atrophic gastritis and that hyperplastic gastritis. 
which often superimposes itself upon simple atrophic 
gastritis, is the type of pathologic process which in 
some other parts of the body is known to be premalig- 
nant. The remarkable incidence of gastric carcinoma 
in patients with pernicious anemia—said to be about 
seven times greater than that of the adult population 
in general—is a strong argument. It is probably fair to 
conclude that those who are most concerned with the 
problem believe that atrophic gastritis may predispose 
to cancer. 

The achlorhydria of atrophic gastritis rarely proves 
of much clinical import. There is a rare undernutrition 
syndrome of young post-menarche girls, characterized 
by weight loss associated with fair food intake, atrophic 
gastritis with achlorhydria, variable dyspepsia, absence 
of significant anemia, and absence of signs of specific 
nutritional deficiencies. It may be that relative pan- 
creatic deficiency secondary to achlorhydria is one of 
the factors which play a part. But, ordinarily, the fact 
that there is no way effectively to make up for hydro- 
chloric acid deficiency causes no concern in clinical 
practice because efforts in this direction are rarely 
warranted. 

Hemorrhage is the big problem. It is believed that 
approximately 10 per cent of massive upper gastroin- 
testinal hemorrhages encountered in a general hospital 
are due to gastritis. Both acute idiopathic gastritis and 
the degenerative type of chronic idiopathic gastritis are 
potential sources of hemorrhage. The pathologic basis 
for mucosal breakdown appears to be the same in each: 
destruction of the neck cells through wide areas of the 
mucosa leads to exfoliation of the foveolar layer and 
thus opens the entire vascular apparatus of the areas 
affected. The neck stratum becomes suddenly nonvi- 
able as a result of hematogenous poisoning or as 4 
result of hypoxia caused either by interstitial hemor- 
rhage, by the stasis of plethora, or possibly by ischemia 
secondary to activity of the submucosal arteriovenous 
shunt system. 
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Whatever the mechanism, it is certain that innumer- 
able erosions can develop throughout the stomach very 
quickly, and that the resulting hemorrhage may kill 
within a few hours. On the other hand, the hemorrhage 
may stop spontaneously, the mucosa may repair itself 
quickly by activity of rejuvenated neck cells, and the 
mucosa may appear entirely normal upon gastroscopic 
inspection a couple of days later. The importance of 
early examination of the bleeding patient, if a diagnosis 
is to be made, is emphasized especially by experience 
with this disease. There can be but little question that 
a portion of the 15 per cent of undiagnosed cases that 
rather regularly show up in any series of hematemesis 
patients is due to erosive gastritis. 

The diseases or processes that are especially prone 
to be complicated by erosive gastritis and hemorrhage 
are those in which circulating materials may prove 
toxic to the mucosa’s neck stratum, or those in which 
there is mucosal plethora. It is a temptation to suppose 
that isolated cases of erosive gastritis are all due to the 
ischemia of arteriovenous shunting, but this is specu- 
lation. Representative diseases that include hema- 
togenous toxins important in this regard are uremia, 
cholemia, sensitivity to drugs, some acute infectious 
diseases, acute alcoholism and food poisoning. The im- 
portant disease producing mucosal plethora, of course, 
is portal hypertension secondary to cirrhosis, schisto- 
somiasis, extrahepatic portal obstruction, etc. It is im- 
portant to realize that the cirrhotic with hematemesis 
may be bleeding from gastritis, rather than esophageal 
varices. 


Treatment of Common Gastritis 


There is no way to produce improvement in the 
histopathologic changes of the idiopathic gastritides. 
Even the atrophic gastritis that accompanies perni- 
cious anemia is not helped one whit by completely ef- 
fective treatment of the pernicious anemia. Acute 
degenerative and acute hemorrhagic gastritis are self- 
limited, and complete healing occurs spontaneously, 
without residual anatomic abnormality. But, as was 
pointed out above, the mucosal abnormalities of un- 
complicated common gastritis do not appear by them- 
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selves to be responsible for illness. Other than advising 
the patient to avoid foods that his own experience has 
shown to be bothersome, there is little use in directing 
therapy at the stomach. The importance of associated 
psychogenic problems, which are often the real cause 
of the patient’s search for medical help, cannot be 
overemphasized. Discovery of gastritis can prove a 
disservice to the patient if it turns attention away from 
the patient as a whole. 

The complications of common gastritis, on the other 
hand, may require drastic local therapy. The doctor’s 
dilemma in the case of exsanguinating hemorrhage 
from erosive gastritis can be as difficult as any he may 
face. Ice-water lavage of the stomach through a large- 
caliber tube is the treatment of choice. It is a remark- 
able thing how often this simple measure will stop a 
massive hemorrhage within a few minutes. Ice-water 
lavage can be counted upon to stop a large portion of 
upper gastrointestinal hemorrhages, whatever their 
source. Instillation of clotting aids into the stomach is 
of no use. 

If ice-water lavage should not prove effective, emer- 
gency total gastrectomy may be required. This is, to be 
sure, the ultimate in drastic approaches, but experi- 
ence from many quarters, particularly from France 
where this seems to be a common problem, has proved 
over and over that subtotal gastrectomy is useless. ‘The 
stump continues to bleed. Awareness of erosive gastri- 
tis will permit one to understand the situation in some 
patients who do not stop bleeding following emergency 
subtotal gastrectomy for hemorrhage from a presumed 
duodenal ulcer. 

At this point in oncologic understanding, the best 
that can be said for the apparent propensity of atroph- 
ic gastritis to undergo neoplastic changes is that 
the patient with atrophic gastritis must be examined at 
short intervals. This might be one of the rare oppor- 
tunities for the doctor to make some sort of contribu- 
tion to the gastric cancer problem. The discouraging 
results of efforts in this direction in the instance of 
the atrophic gastritis of pernicious anemia are well 
known. But if there is ever an opportunity to find early 
gastric cancers, patients with atrophic gastritis should 
theoretically provide it. 
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Agammaglobulinemia 
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Present Status of Gamma Globulin Dysproteinemia 


BY ROBERT J. GILSTON, M.D. 


IT IS NOW POSSIBLE to evaluate antibiotics somewhat 
more dispassionately than could be done a few years 
back. From the plaudits for what has been a great 
triumph in the management of disease, an occasional 
discordant note gets through. The gradual emergence 
of resistant strains, various and increasing toxic reac- 
tions, and the masking of serious, undiagnosed disease 
by inadequate treatment, are a few of the circumstances 
that have tempered earlier enthusiasms. The “consti- 
tutionally weak” or “run down” patient is seen still, 
and antibiotic therapy is no effective substitute for 
whatever it is he lacks. Medical interest is bringing 
the more basic mechanisms of defense back into 
sharper focus. 

The manner in which the body fights infection is 
extraordinary. Far more exciting and effective than 
drugs and doses, are our natural defenses against in- 
fectious diseases. Consider the integrity of our cover- 
ings and linings such as skin and pleura, and the 
bactericidal potency of tears, gastric juice and other 
secretions, or the mechanical trapping and expulsion 
of foreign bodies by mucus and cilia. 

There is a tendency to forget that these simple 
mechanisms constitute a highly effective barrier against 
actual invasion by microérganisms and other foreign 
matter. When an invader does enter our bodies, it pro- 
vokes the “inflammatory reaction”—an elaborate and 
sequential direct attack on the trespasser. Exudates 
flush and irrigate the area, fibrin walls it off, and 
phagocytes literally pour in for the kill. To some ex- 
tent we all enjoy the protection of these general mecha- 
nisms. Most of us have another, somewhat more spe- 
cific type of resistance called immunity. 

Immunity may be thought of as the hormonal aspect 
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of resistance. Its effectiveness depends on the ability 
to build antibodies against noxious agents. These anti- 
bodies may be quite specific in their antagonism. They 
may, for example, lyse or agglutinate particular bacte- 
ria. This same specificity is manifested in a less direct 
fashion by enhancing the inflammatory reaction at the 
site of entry of antigenic material. 

Antigen-antibody responses are clinically apparent 
in vaccinations, post-infectious immunity, placental 
transfer of protecting antibody, skin testing and local 
or systemic reactions of various kinds. 

A quite different type of antibody is that of the 
blood ‘group. It is genetically produced, and its dis- 
tribution is predictable. The common Landsteiner 
blood group is named for its antigen, and it contains 
antibody for the opposite group. Thus, group A is 
another way of saying anti-B. 

As to the nature of antibody, there is much that is 
understood, and still much that is obscure. Prominent 
among the plasma components are two proteins: albu- 
min and globulin. A fraction of the globulin (gamma 
globulin) contains most of the antibody. This is not 
to imply that gamma globulin and antibody are the 
same, for they are not. 

The appreciation of globulin function was advanced 
about three years ago, by a remarkable case report. 
A little boy who had repeated infections (usually re- 
spiratory, but mumps and others as well) was found 
to have no demonstrable gamma globulin. Thorough 
study of this unhappy youngster showed him to lack 
the capacity to form antibody. 

Since this first case, there have been other reports 
of congenital agammaglobulinemia as a disease entity. 
It is recognized to be sex-linked (male), and recessive. 
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Infections are frequent and recurrent. Those that 
should confer immunity often do not, and those that 
respond to antibiotic often require much larger doses 
than are usually needed. When gamma globulin is 
given with the antibiotic, smaller doses of the latter 
may be effective. Vaccines and the like fail to produce 
the anticipated antibody titer, skin tests are negative 
and, very interestingly, homografts (species-to-species 
grafts) may take. 

Agammaglobulinemia or hypoglobulinemia is sug- 
gested by chronic and recurrent bacterial and viral 
infections. Suppurative pulmonary disease is espe- 
cially common, but sinusitis, meningitis and other 
infections are frequent. This impression should be 
considerably reinforced when the immune mechanisms 
are impaired ; for instance, unexpectedly negative skin 
tests, vaccination failures and the failure to develop 
post-infection agglutinins. 

Various laboratory methods can be used to help 
make the diagnosis. Perhaps the simplest of these is 
the demonstration of the lack of antibody that corre- 
sponds to the blood group. This may be shown by the 
simple slide cross-match technique, using known in- 
compatible celis, or by injecting a small amount of 
incompatible blood, and measuring the agglutinin titer 
before and after injection. In a normal person, the 
titer will be high; in the agammaglobulinemic, it is 
absent. On the same principle, other antigens such 
as bacterial vaccines can be used to evaluate antibody 
response. 

Although it has not come into widespread use, elec- 
trophoresis is the most specific laboratory aid avail- 
able. The principle of this device is the recording of 
the rate at which charged particles migrate in a dis- 
persion, when a current is passed through it. Different 
substances have characteristic rates of migration, much 
as they have characteristic melting points. The chart 
on the previous page shows the normal serum protein 
pattern, and that of agammaglobulinemia. The close 
association between plasma cells and globulin is indi- 
cated by the decrease or absence of plasma cells from 
bone marrow and lymphoid tissue in cases of agam- 
maglobulinemia. In some laboratories the zinc turbid- 
ity test of Kunkel has been consistently low. 

The period of life from 3 months (when the mater- 
nal antibody disappears from the child’s circulation 
and the fetal gamma globulin drops to low levels) until 
about the fifth year (when a normal gamma globulin 
level is re-established) is a particularly hazardous one 
for children with further pathologic globulin reduction. 

The acquired deficit sometimes occurs with nephro- 
sis, lymphomas, sarcoidosis, leukemia (usually chronic 
'vmphatic), liver disease, severe infections and sprue- 
like syndromes. Pneumonias, it will be recalled, are 
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associated with most of these disorders, and are par- 
ticularly troublesome complications. 

It is an interesting fact that pancreatic cystic 
fibrosis (mucoviscidosis), a disorder like sprue, has 
pulmonary fibrosis with suppurative complications as 
a component of the symptom complex. The sup- 
purative lesions ordinarily are considered as secondary 
to the fibrotic lung lesions. Is it not quite as reasonable 
to consider the pulmonary fibrosis secondary to the 
recurrent and long-standing infections? Is it not also 
possible that the infections flourish because of gamma 
globulin inadequacies? In any event, the suppurative 
pulmonary complications of this disorder require al- 
most continuous antibiotic—and then control is only 
moderately successful. 

It is a provocative observation, that patients in 
whom renal transplants were done, maintained a 
functioning graft longer when the host was debilitated 
with advanced renal insufficiency than when the host 
was in better condition. 

There is acceptable evidence that antibodies are 
elaborated by mature plasma cells. It is also known 
that hyperglobulinemia and plasmacytosis are often 
associated—an association usually seen in disease 
states. A classic example is multiple myeloma. The 
paradox here is hyperglobulinemia with plasmacytosis, 
and recurrent, chronic lung infections. Various ex- 
planations have been offered for these respiratory in- 
fections, which are stubborn in the face of adequate 
treatment and frequently debilitate the patient more 
than his primary disease. Until recently, none has been 
quite satisfactory, and few have been offered with 
evidence sufficient to make them wholly acceptable. 
However, evidence is now on hand that patients with 
myeloma and hyperglobulinemia, like patients with 
congenital or acquired hypoglobulinemia, have an im- 
paired capacity to build antibody. 

One is left with the plausible, but quite speculative 
theory that, though quantitatively poles apart, both 
myeloma and agammaglobulinemia may have a common 
qualitative defect in gamma globulin. 

The treatment of gamma globulin dysproteinemias 
is the treatment of the underlying disease, if one is 
recognized, and the management of infection. A com- 
bination of antibiotic to which the organism is sensitive, 
and gamma globulin will control most infections. 
(Some people have found sulfadiazine more effective 
than antibiotic.) The globulin should be continued 
prophylactically in the infection-free stage. The 
average dose is 0.1 Gm. per kilogram of body weight. 
It may be given every 14 days. This re-emphasis of 
immune mechanisms as important factors in the pre- 
vention and control of infectious disease is overdue. 
Its implications are both promising and exciting. 
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Friedlander’s Pneumonia 


BY SOL KATZ, M.D. 


Figure 1. (left) Consolidation of upper half of right lung due to 
Friedlander’s pneumonia. “‘Highlights’’ in area of opacity might 
be confused with pulmonary tuberculosis. 

Figure 2. (right) Bilateral lobar consolidation (Friedlander’s 
pneumonia). 


Figure 3. (left) In this case of Friedlander’s pneumonia, there was 
very little resolution at the end of three weeks. 

Figure 4. (right) Classical lobar consolidation such as is seen in 
pneumococcic pneumonia 
pneumonia. 


in this instance, due to Friedlander’s 
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ALTHOUGH REPRESENTING Only about 1 per cent of al! 
pneumonias, Friedlander’s pneumonia is important be 
cause of its seriousness, high mortality, tendency t 
cause pulmonary destruction resulting in chronic lung 
disease and failure of response to penicillin therapy. | 
is caused by Klebsiella pneumoniae (Bacillus mucosu; 
capsulatus), a short gram-negative bacillus having « 
thick capsule. The disease occurs most commonly in: 
males after the age of 40 and is often seen in association 
with alcoholism and debilitated states. 

Acute Friedlander’s pneumonia is characterized by 
profound toxicity and at times collapse. The sputum is 
usually bloody or at least brick-red, and although often 
described in the literature as “‘sticky, mucinous and 
stringy,” the latter characteristics are often lacking. 

The gross appearance of the lung readily explains 
the roentgenographic findings. In the early phase, 
there is an extensive bronchopneumonia which soon 
becomes confluent, resulting in massive lobar or pseu- 
dolobar consolidation in one or both lungs. Areas of 
suppuration are present, containing a heavy gelatinous 
exudate that may cause bronchial obstruction, thereby 
predisposing to more inflammation and bulging of the 
involved lobe.'The zones of necrosis may coalesce, giv- 
ing rise to larger cavities. In contrast to most other 
acute pneumonias, Friedlander’s pneumonia mav be- 
come chronic, resulting in lung abscess, bronchiectasis 
and fibrosis. 

The x-ray reveals a patchy lobular consolidation in 
the very early phase which progresses to a dense con- 
solidation that may resemble tumor. Small areas of rare- 
faction representing the presence of necrosis are soon 
scattered in the consolidated lung. Further destruction 
of the lung results in abscess formation. In the chronic 
phase the lobe is shrunken and fibrotic and contains 
multiple abscesses, although at times there may be a 
single thick-walled cavity. The close resemblance to 
tuberculosis, bronchiectasis, neoplasm, fungous in- 
fection and lung abscess is often striking. It must be 
emphasized that the x-ray findings may merely show or- 
dinary lobar consolidation indistinguishable from that 
seen in pneumococcal lobar pneumonia. 

In some patients, the disease is insidious and the x- 
ray manifestations resemble those of the chronic form 
from the onset. 

Because there is nothing absolutely diagnostic about 
the clinical course or roentgenographic pattern, diag- 
nosis depends on the isolation of Friedlander’s bacilli 
from the sputum or blood. Empyema, meningitis and 
pericarditis are frequent complications. 

Streptomycin in combination with one of the tetra- 
cyclines gives the best results when these agents are 
used early. In the stage of chronicity, surgical resection 
for the destroyed segments or lobe may be necessary. 
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The occasional operator is still very much 


on the American scene. There aren’t enough full-time surgeons 


and they are not distributed to take care of al l surgical cases. 


The small-town surgeon works in the face of certain disadvantages— 
lack of anesthesiologists, lack of other trained help. 


By recognizing those limitations, often he can 


overcome them. That has been the experience 


- of more than one occasional operator. 


Some Experiences of an Occasional Operator 


BY JOEL. DUER, M.D. 
Woodward, Oklahoma 


I DO NOT RECALL ever having read an article by a self- 
admitted occasional operator. The usual attitude is one 
of tolerance or actual derision toward the occasional 
operator. How often do we hear, “This is no job for the 
occasional operator ?”” 

What is wrong with the occasional operator? How 
did he get that way? What can be done about him? 
What does he do? Let us take an objective look at some 
of those questions. 

The occasional operator, like the poor, will be with 
us always. In 1953, 193,233 patients were admitted to 
general hospitals in Oklahoma. One hundred forty- 
eight men in Oklahoma are listed as diplomates in 
surgical specialties. Many others are members of surgi- 
cal colleges, but still there are not enough to care for 
the surgical patients. Assuming that about one-third 
of all hospitalized patients were surgical, 64,411 surgi- 
cal patients were cared for in 1953 in Oklahoma. I be- 
lieve that a safe estimate would be that 75 per cent of 
those patients were cared for by occasional operators. 

Every surgeon, regardless of qualifications, is an 
occasional operator of some conditions. How many 
partial or total pancreatectomies are done each year? 
How many esophagectomies ? How many total gastrec- 
tomies? How many Wertheim hysterectomies? True, 
those who do those operations are surgeons of highest 
quality who operate constantly, who have well-trained 
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surgical teams and the best of anesthesia. Neither is the 
so-called occasional operator idle from one “forbidden” 
operation to the next. 

Briefly, the occasional operator exists because: 

1. There are not enough full-time operators. 

2. They are not distributed so as to be available to 
all patients. 

3. Patients will not go to them when they feel the 
work can be done at home. 

4. Time in emergencies, communications and eco- 
nomics prevents patients from reaching full-time opera- 
tors. 

5. The distribution of hospital beds and facilities so 
thins out the traffic that the small places cannot support 
the specialist. 

6. And, not least, the occasional operator usually is 
quite qualified to handle the work that he attempts. 

Not infrequently the occasional operator, like all 
surgeons, finds himself faced with a situation he would 
like to refer to his best enemy—severe traumatic condi- 
tions that require immediate help; anomalous condi- 
tions ; unexpected complications. The occasional oper- 
ator is a victim of circumstances in such instances. 
The public and the profession should be thankful he is 
as well prepared for these situations as he is. His oc- 
casional work has unquestionably prepared him to 
better handle the situation. 
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One Man's Experience 


As evidence of what an occasional, small-town oper- 
ator does and the results obtained, I have tabulated 
500 consecutive operations, both major and minor. 
Circumcisions, suture of minor lacerations, removal of 
small cysts, biopsies and closed reductions of fractures 
are not included. There were five postoperative deaths, 
giving a mortality rate of 1 per cent. These deaths and 
some of the complications will be discussed. All opera- 
tions were done within the past five years (see Table 1). 

The cases of appendectomy included all degrees of 
inflammation. In other instances the appendix was re- 
moved incidental to another operation. 

In the care of traumatic cases, no deaths were en- 
countered. Of course there were deaths from trauma, 
but none of these came to definitive surgery. These 
cases, probably more than any other, represent those 
the occasional operator would rather refer. Some of 
course were referred, but they are not included in this 
series. 

In the group listed as hysterectomy, currettage, 
ovarian Cyst etc., no cancers were encountered. Three 
cases of carcinoma of the cervix were found and re- 
ferred during the past five years; none is included 
herewith. 

Of the 41 hernias repaired, only one recurrence has 
been encountered to date. Nine hernias were stran- 
gulated. 

The 17 Cesarean sections were part of a total of 350 
deliveries (4.8 per cent). There was no maternal or 
infant mortality. 

Of 11 mastectomies, nine were simple mastectomies 
for multiple recurrent cysts in chronic fibrocystic 
breasts; none of these was malignant. One was a simple 
palliative mastectomy for ulcerating carcinoma. This 
woman lived three years with no evidence of recurrence 
and died of unrelated causes. One was a radical mastec- 
tomy for a scirrhous carcinoma. X-ray therapy was also 
used. 

In seven of the eight cases of perforated viscus, the 
lesion was a duodenal ulcer. The eighth perforation 
was in the ileum and may have been traumatic as it 
developed in a high-school boy about two hours after a 
football game. There was one perforation of the colon 
and appendix by gunshot wound, included under the 
traumatic cases. 

Intestinal obstructions were all internal, none being 
due to strangulated hernia. Four were due to adhe- 
sions, one to an internal (mesenteric) hernia and one to 
congenital defects. 

In each instance that nephrectomy was performed, 
the kidney was nonfunctioning. Gastroenterostomies 
were done because of old inactive ulcer with pyloric 
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stenosis. Partial colectomies were done for recurring 
diverticulitis with obstruction. Both cystostomies were 
done for traumatic injury to the urethra. One patient 
recovered uneventfully, the other needed repair of the 
urethra by a urologist. The one that combined ab- 
dominoperineal resection for carcinoma of the recto- 
sigmoid proved to be palliative only, as the patient 
died about one year later of extensive metastases. 


Review of Postoperative Deaths 


Case 1 (J. S.). This 8-year-old boy had a tonsillec- 
tomy and adenoidectomy under ether anesthesia. Six 
hours later he began a slow oozing of blood—never 
heavy, but continuous. He was taken back to surgery 
and a light ether anesthesia given. The bleeding was 
found to be coming from the adenoid area. It was con- 
trolled readily by pressure. Fifteen minutes passed 
after the discontinuance of the anesthesia and the 
patient was responding well. Upon being rolled on to his 
abdomen to return to his room, he stopped breathing. 
The heart continued to beat for about 45 minutes, while 
all efforts to restore breathing failed. An autopsy was 
not obtained, and the best diagnosis seemed to be 
cerebral embolism. This was definitely a respiratory 
failure and, inasmuch as anesthesia had been discon- 
tinued for ten or 15 minutes and the patient was re- 
sponding, it was hardly an anesthetic death. Since there 
was no gasping or apparent effort to breathe, pulmonary 
embolism seemed unlikely. 

Case 2 (B. A.). This was a case of extensive mesenteric 
vascular thrombosis with duodenal infarction. 

Case 3 (H. S.). This 25-year-old feeble-minded indi- 
vidual had spent his life in institutions. He had a large 
right inguinal hernia of the sliding variety. This was 
repaired. He developed an obstruction four days later. 
On operation he was found to have a well-formed re- 
maining ventral mesentery entirely dividing the ab- 
dominal cavity from the umbilicus downward. Most of 
the intestine was confined to the right side of the abdo- 
men and was twisted and obstructed. It could not be 
remedied, and the patient died four hours later. 

Case 4 (J. S.). A 35-year-old man had had a perfo- 
rated duodenal ulcer repaired previously. Subsequently 
for three years he had recurrent gastric hemorrhages. 
Subtotal gastric resection was done uneventfully. Fol- 
lowing operation he developed anuria and hemolytic 
jaundice which was ascribed to a transfusion reaction. 
Diuresis developed after 72 hours, and the danger 
seemed past. On the fourth postoperative day, he sud- 
denly developed respiratory difficulties, cyanosis and 
shock, and died within five minutes. No autopsy was 
obtained. This death was probably due to a pulmonary 
embolism. 
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Case 5 (T. S.). This 72-year-old man had had urinary 
difficulties for eight years. He had advanced hyper- 
tensive and arteriosclerotic vascular disease. He had 
been in a mental institution on two occasions. He de- 
veloped a complete urinary retention. An indwelling 
catheter was installed, and the patient underwent a 
week’s preparation for surgery. All seemed to be about 
as well in order as could be expected, so a suprapubic 
prostatectomy was done uneventfully with nitrous 
oxide-ether anesthesia. The prostate proved to be can- 
cerous. The postoperative course was poor, the cardio- 
vascular system gradually failing, and the patient 
died on the third postoperative day. 

Thromboembolism, as in case 4, continues to plague 
the surgeon. Anticoagulants are not a complete answer. 
The development of the transfusion reaction may well 
have contributed to the formation of thrombi; it cer- 
tainly precluded early ambulation. 

There was no way to save the patient with mesenteric 
vascular occlusion. Likewise the patient with obstruc- 
tion from congenital defects could only have been 
saved by having a foreknowledge of such. He should 
never have had the hernia repaired, only the strangu- 
lation released. There simply was not room enough in 
the right side of the abdomen for all of the intestine. 

Case 5 represents a situation all surgeons dread, yet 
must treat, that is, a poor operative risk that must be 
operated. A transurethral resection was indicated, but 
distance from home, economics and the desire of the 
patient to be completely rid of the prostate decided the 
issue. 


General Considerations 


The oldest patient in this group was a 92-year-old 
woman who sustained a hip fracture that was nailed. 
The second oldest was an 89-year-old woman with in- 
testinal obstruction. Twelve other patients were in their 
80’s (1 prostatectomy, 1 combined abdominoperineal 
resection, 1 ovarian cyst with a twisted pedicle, 2 
hernias, 1 palliative mastectomy, 1 resection of a pro- 
lapsed rectum, and 5 fractures of the hip that were 
nailed). Not one of these was on the mortality list. 

It is not felt that this is an exceptional series. It is 
representative of the type and quality of work that is 
being done by the occasional operator. Many operators 
can duplicate it. Perhaps this series contains operations 
not done by other operators; and some operations are 
missing from the list (for example, amputations). 

One of the greatest problems of the small-town sur- 
geon is anesthesia. There are no anesthesia specialists 
in a small town. All of these operations were done with 
local anesthesia, Pentothal intravenously (with or with- 
out curare), ether or nitrous oxide and ether. There 
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were no anesthetic deaths. In fact there have been no 
anesthetic deaths in my entire surgical experience. 

There are men well qualified by experience in the use 
of a limited number of agents. Any anesthetic agent can 
be safe in its field when well understood by the anes- 
thetist. Spinal anesthesia was not used in this series— 
not because of an aversion, but because of the policy 
of using those agents best understood by the anes- 
thetist. 

Adequate trained help is certainly another problem 
for the small-town surgeon. A partial answer is obtained 
by limiting the changing of surgical nurses and as- 
sistants. Only by constantly working together can a 
team be developed. In this series, only two surgical 
nurses were involved. Three different assistants were 
used, with one assistant being used most of the time. 
On some of the more difficult operations, a second 
assistant was used, and medical students served as sec- 
ond assistants on many others. 

The preoperative and postoperative nursing care can 


be quite a problem. Wherever necessary, special nurs« 
were obtained postoperatively. 

All patients, regardless of age or condition, wer: 
studied as well as time and facilities would permit 
Attempts were made to have the patients as ready fo 
surgery as possible. These efforts included all the usua! 
laboratory and x-ray studies; attempts to restore blood 
and electrolytes; deflation of the distended abdomen ; 
and other indicated studies or procedures. 

The postoperative course is watched carefully. Fluids 
and blood are used as indicated. Early ambulation is 
encouraged and practiced. The hospital stay is much 
reduced over previous years—a decided economic ad- 
vantage to the patient. 

There is no room for carelessness in the small-town 
surgeon. After all, he does have to go on living with his 
patients and their relatives. The conscientious occa- 
sional operator will refer many cases. It behooves the 
specialist to be extremely ethical, in such instances, so 
as to encourage this practice. 





Obstructive Uropathy in Childhood 


Ossrruction of the lower urinary tract in infants and chil- 
dren is elusive. This is so because the patient can’t com- 
municate in an informative fashion, and by its nature, the 
disorder is clandestine. The end result of long-standing and 
undetected obstruction of the lower urinary tract, is irre- 
versible hydronephrosis (Figure 1). 

Male infants and children have rather predictable mic- 
turition patterns. Thus the infant of 3 to 6 months urinates 
about 20 times a day, and the force of his stream is a thing 
of beauty. (We oldsters will attest that it is not a joy forever.) 
Mothers know about this, because few of them are either 
alert enough or fast enough to escape Junior’s jet. 

In the presence of obstruction, the character of voiding is 
quite different. Instead of a short, forceful and paroxysmal 
stream, there is dribbling, hesitancy, enuresis and in older 
children, pants-wetting during the day. Urinary tract in- 
fections are common. 

Just as he asks about the formula, the physician who 
examines infants, should routinely include a simple ques- 
tion about the baby’s (or child’s) micturition habits. In 
those rare instances when the stream has never been ob- 
served (and this is suspicious), the mother is alerted to be 
on the lookout. In the presence of an abnormal micturition 
history, the patient should be examined for residual blad- 
der urine, or obstruction beyond the bladder. 
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Figure 1. Megaloureters and hydronephrosis in an infant (ret- 
rograde study). 
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Lead Poisoning 


BY ROBERT J. GILSTON, M. D. 





Marked wrist drop in a patient who also has rheumatoid arthritis 


FEATURES 







Lead is deposited at the growing ends of bone. The resulting clean, 
dense line is well shown by x-ray. 


In the presence of oral infections, a fine, blue line forms on the gum at 
the margin of the teeth. (Courtesy of Armed Forces Institute of 
Pathology.) 

















There is increased destruction, and decreased production of red cells. 
Characteristic stippling is best seen in bone marrow. 





Gastrointestinal and nervous system sympt are prominent. Colic 
is severe and ma, simulate an acute surgical abdomen. Peripheral 
neuritis results in foot and wrist drop, while central nervous system 
involvement may cause only headache and irritability, or may go on 
to coma and death. Gastrointestinal sympt are t in 
adults; central nervous system sympt 








are t in children. 

















MAP OF RURAL AREA AROUND SHALLOTTE, 
INVOLVED IN THIS STUDY 
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The physician in rural practice handles a large variety 

of diseases. However, the bulk of his work is likely to be in six 
categories: respiratory infections, cardiovascular diseases, 
wounds, osteoarthritis, anxiety states and prenatal care. 

The scope of rural practice is limited only 

by the limitations of the physician himself. 


_ A Study of One Rural Practice, 1953 


By LEON J. TAUBENHAUS, M.D. 


Brookline, Massachusetts 


Tuer: is little available information as to the composi- 
tion of rural practice. Excellent statistical surveys have 
been made in Great Britain using National Health 
Service records, but no study of similar scope has been 
made in this country. 

The present study is an examination of the author’s 
solo rural practice in Brunswick County, North Caro- 
lina, for the year 1953. It is hoped that it will stimulate 
others to make similar studies so that a composite 
picture of rural practice in the United States may 
eventually be obtained. 

For the purpose of this study, all my office records 
for the year 1953 were reviewed. The following data 
were recorded on IBM cards and tabulated: diagnosis, 
age, sex, race, new or old diagnosis, number of visits, 
number of episodes, number of house calls, and num- 
ber of referrals. Laboratory examinations, special pro- 
cedures and mortality were also tabulated, but were 
not included on the IBM cards. The results of these 
tabulations form the basis of this article. 


The Geographic Area ' 


Brunswick is a large rural county in the southeast 
corner of the state. It is approximately 50 miles long 
by 30 miles wide and has a population of 19,238 (1950 
census). The practice is drawn from the entire county 
and from the borders of two adjacent counties. Shal- 
loite, the central trading community of the county, has 
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a population of only 431. There are, however, three 
general practitioners in Shallotte. There are also three 
general practitioners in Southport, the county seat 25 
miles away, where the open-staff county hospital is 
located. For geographic reasons, the Shallotte doctors 
do the bulk of the office and home practice, while the 
Southport doctors do the bulk of the hospital work. 

The mass of the population are tobacco farmers, with 
fishermen the next largest group. All other occupa- 
tional groups are minimal. There is some resort prac- 
tice in the summer and fall. The economic level of the 
community is low, and the educational level of the 
population is also low. About two-thirds of the popu- 
lation are white and the rest Negro. 

There is a limited radio-telephone system in Shal- 
lotte that, when working, allows communication with 
the outside world, but no patient had any access to a 
phone. Because my office was located in my home, I 
too, was not allotted a phone. Because of the absence 
of a registered pharmacist in 1953, I dispensed my 
own drugs. My office consisted of waiting rooms, treat- 
ment room, consultation room, laboratory and x-ray 
room. I had one office aide—a high-school graduate 
whom I trained myself. At nights my wife helped. 


Scope of Practice 


During 1953, I saw 2,661 different patients. In com- 
parative studies of rural practices made in Great Brit- 
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tase 7 
Distribution of Cases and Visits by Disease Category. 
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Distribution of Referrals by Disease Category. 
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ain, rural practice panels consisted of 1,900 to 2,600 
people, not all of whom were patients that year. The 
distribution of my patients followed the population 
distribution. About one-half were adults. About one- 
third were pediatric cases (below the age of 15), and 
the remainder were geriatric cases (over the age of 64). 
Approximately two-thirds of the patients were white. 
The sexes were evenly distributed. 

In this group of 2,661 patients, 3,720 primary diag- 
noses were made. Of these, 327 diagnoses were con- 
tinuations from previous years. The rest were new 
diagnoses. Altogether 346 different diagnoses were 
made. While six items (respiratory infections, influ- 
enza, prenatal care, open wounds, osteoarthritis and 
anxiety states) accounted for one-third of the primary 
diagnoses, the list as a whole included a wide range of 
diseases of all types. It included such rarities as cat- 
scratch disease, osteogenic sarcoma and electrocution. 
While the actual numbers of each disease seen on this 
list have limited significance, as the disease incidence 
is extremely variable, the list as a whole is important 
as it indicates the great variety of diseases seen by the 
rural physician (Table 1). 

During the period of this study, an interesting vari- 
ation of the disease rank between the white and colored 
races was noted. While respiratory diseases and trau- 
matic injury ranked high in both races, acute tonsilli- 
tis, otitis media and contusions ranked high in the 
white race only, while menstrual disorders, hypochro- 
mic anemia, myalgia and asthma were high ranking for 
the colored and not the white race. 

Respiratory infections were extremely common for 
all ages. In the 15 to 44 year-old group, pregnancy and 
its sequelae, injury and neurosis were also dominant. 
In the 45 to 64 year-old group, anxiety states, cardio- 
vascular disease and arthritis were significant, and in 
the geriatric group the degenerative diseases were 
predominant. 

While the number and type of cases seen give a 
qualitative picture of rural practice, an analysis of the 
number of visits gives a quantitative estimate of the 
work done by a rural physician. There were 7,281 visits 
recorded during 1953. More than one-third of the cases 
(2,371) required only one visit, 616 cases required two 
visits, 460 cases required 3 to 4 visits, 222 cases re- 
quired 5 to 9 visits, and only 51 required 10 or more 
visits. Here again, six diagnoses (upper respiratory 
infection, prenatal care, hypertensive cardiovascular 
disease, osteoarthritis, open wounds and influenza) 
accounted for more than one-third of the total number 
of visits. 

The greatest average number of visits per patient 
occurred in the geriatric group and decreased progres- 
sively with each lower age level. While the individual 
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older patient required more of the doctor’s time thai 
did the younger patient, the older age group, becaus: 
of its smaller number, required the least time as meas- 
ured by number of visits. The greatest total of visits 
occurred in the 15 to 44 age group. 

One hundred fifty house calls were made during 
1953, an average of three a week. This figure—an un- 
usually favorable one for the doctor—is the result 
mainly of the lack of telephones in the county. House 
calls are made within a radius of 25 miles. It is obvious 
that if I had to make 20 to 40 house calls a day (as do 
the British doctors) I could not see the volume of 
patients in my office that I do. I have tried, through 
patient education, to keep house calls to a minimum. 

Of the 150 house calls made, only 47 were unneces- 
sary, in that the patient could have come to the office. 
In most of these cases, the calls were deemed necessary 
by the patient or his family. Most “legitimate” house 
calls were due to acute illness, degenerative disease, 
cardiac disease or trauma, while most unnecessary 
house calls were due to the neuroses. Only six house 
calls were made on children below the age of 15. All 
were of the white race. Above this age, house calls were 
more numerous in all age groups in the white race, but 
frequent only above the age of 65 in the colored. 


Referrals and Hospitalizations 


The referrals and hospitalizations of a physician de- 
pend on many factors besides his ability and interests 
(Table 2). Community standards, economic status of 
the patient and referral facilities all influence the re- 
ferral rate. In this community most patients prefer to 
be treated by their family doctor in his office. 

In 1953, I referred or hospitalized 303 patients (11.4 
per cent of all patients seen). These patients were sent 
to the county hospital, to a nearby city of 40,000, or 
to one of the three medical schools in the state. For 
the purpose of study, all referrals were divided into 
four categories. 

1. Referred for Convenience. This group included all 
patients I personally treated in the hospital or whom 
I referred to another physician, although I felt perfectly 
competent to treat the patient myself. There are 152 
cases in this group—half of all cases referred or hos- 
pitalized. Diseases of the digestive system, and diseases 
due to trauma were the largest categories in this group. 

2. Referred to a Specialist. This group of 108 cases 
included all cases referred to specialists because I did 
not feel competent to treat the patient, or because the 
patient requested this referral. Psychiatric diseases 
and ill-defined symptoms made up the two main dis- 
ease categories of this group. 

3. Referred for Special Study. This group of 27 cases 
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included those patients needing special diagnostic 
studies, such as G-I series, pyelograms, bronchoscopy, 
ECG, which I was not able to perform myself. One- 
third of these cases came from the digestive disease 
category. 

4. Referred to Medical Center. This group of 16 cases 
represents patients who were sent to one of the three 
medical schools in the state, for diagnostic or thera- 
peutic facilities not available elsewhere. 

All categories of referral were most numerous in the 
15 to 44 age group, but the largest percentage of re- 
ferrals was in the geriatric group. 


Other Considerations 


During 1953, I tried to concentrate on office prac- 
tice and refer all surgery and deliveries. During this 
period I did nine operations: four appendectomies, 
one volvulus, three rectal cases and one laparotomy. 
I did only three deliveries, two in the hospital and one 
in the home. Many patients in this area come to the 
doctor for prenatal care, but when in labor call the 
midwife and are delivered at home. Those who want 
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a physician are referred to the county hospital or to 
an obstetrician of their choice. Most of the deliveries 
I do are in the emergency category. 

Laboratory examinations were done as I felt they 
were indicated. Except for prenatal visits, there was no 
routine laboratory procedure. There were 1,733 labo- 
ratory tests on 949 patients. Urinalysis and hemoglo- 
bin determinations represented the bulk of the labora- 
tory work, but stool examinations and serologic tests 
were frequently done. Serology, cultures and stool 
examinations for ova and parasites were sent to the 
state laboratory. Biopsies, Papanicalaou smears and 
chemical tests were sent to private laboratories. Pre- 
natal care accounted for the largest quantity of the 
laboratory work done. There were 158 x-ray examina- 
tions on 101 patients. Most of these x-rays were of the 
extremities, and traumatic injury was the indication 
for x-ray in 70 cases. 

There were 19 known deaths during the year (Table 
3). Most were due to cardiovascular disease. Three 
deaths from influenza reflect the severity of the epi- 
demic seen in 1953. One sudden death in a 4-month- 
old colored infant was undiagnosed. No autopsies were 
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obtained. The only autopsies I have been able to get 
have been coroner’s cases, and his cooperation is ex- 
ceedingly difficult to obtain. 

Office hours were 10:00 a.m. to 5:00 p.M., but a num- 
ber of patients were seen after hours. The office was 
closed all day on Thursday, Sunday and holidays, but 
if in town, I always saw some patients on those days. 
During 1953, I spent 242 office-hour days in the 
office, and also saw some patients on 82 other days. 
On 32 days I was out of town and saw no patients. 
During this period I received 76 hours of postgraduate 
education. My busiest day was during the influenza 
epidemic when I saw 56 patients. I rarely saw less than 
15 patients on slow days, and on average days I saw 
about 25 patients. My records give no information as 
to how many were seen during office hours. 

My own practice suggests that the scope of rural 
practice is limited only by the limitations of the indi- 
vidual doctor. The rural practitioner is called upon to 
treat major diseases of all types if only because he is 





available when the specialist is not. Particularly is this 
true for injuries. 

The weaknesses I have felt in my practice have bee: 
due primarily to the low economic and educational! 
level of the community. The patient does not come to 
the doctor until illness is advanced and home remedies 
have proven useless. 

Adequate preventive medicine would require man 
more visits to the doctor than most of my patients can 
afford. Prepaid insurance plans are too expensive fo: 
those of my patients who need them most, and protec- 
tion against hospital and surgical bills does not meet 
the major medical expenses of the average rural family. 


For their technical advice and assistance, the author is grateful 
to Dr. O. L. Peterson and Professor B. G. Greenberg, University 
of North Carolina School of Public Health, and to Mr. A. L. 
Williams and Mr. T. E. Cox, Atlantic Coast Line Railroad. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 


Don’t Dump It — Hang It! 


MUucH VERBALISM can be avoided, and you can spare your 
memory too, by this simple device: If you want to follow 
changes in body fluids, don’t rely on a description, save 
the specimen. Spinal fluid, urine, blood, or any other sam- 
ples can be put in tubes, stoppered and fixed to the bed, or 
adjacent wall. This simple investment pays diagnostic, 
therapeutic and prognostic dividends. 


Figure 1. Spinal fluid obtained on daily taps in a patient with sub- 
arachnoid hemorrhage. 
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Yellow Fever 


Tue AMA Washington Letter for January 7, 1955, cites a 
Pan American Sanitary Bureau résumé of a recent yellow 
fever conference in Washington, to the effect that the 
United States is the only country in the Americas harboring 
the Aedes aegypti mosquito that hasn’t joined in the 
hemisphere-wide eradication program. The whole southern 
third of the United States (see map) has been declared by 
the Public Health Service as a “receptive area” to the 
introduction and transmission of yellow fever. The report 
adds that the gap is slowly narrowing between this area 
and the last reported case of jungle yellow fever (in 
northern Guatemala). 
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Scleroderma 


Because it is unusual, generalized scleroderma is easily missed. 
With an understanding of the changes in various organs 
and systems, the diagnosis is made easier. In classic cases 
there ts widespread skin involvement and associated Raynaud's 
phenomenon. Visceral lesions occur in heart, lungs, 

| gastrointestinal tract and occasionally kidneys. 

8. Le 6) The etrology is not known, and treatment is unsatisfactory. 
ad There may be transient benefit from ACTH and cortisone. 


BY JOHN J. BUTLER, M.D. 
Rochester, New York 


SCLERODERMA Is an uncommon, though not a rare dis- 
ease. Most physicians see few cases and, therefore, pa- 
tients affected with this condition are difficult diag- 
nostic problems. At considerable financial and emo- 
tional expense, they migrate from one physician to 
another seeking a satisfactory explanation for their 
illness. For this reason it is important for us, as physi- 
cians, to learn to recognize this condition. 

Scleroderma is a generalized disease of unknown 
etiology. The fundamental pathologic change is sclero- 
sis of the connective tissue framework of the skin and 
other organs. This disease has been classified as a col- 
lagen disease along with lupus erythematosus, peri- 
arteritis nodosa, rheumatoid arthritis, rheumatic fever, 
dermatomyositis and possibly thrombotic thrombocy- 
topenic purpura. The collagen system or connective 
tissue lesions in these diseases constitute the primary 
pathologic changes. It is, however,a nonspecific patho- 
logic process and does not separate these disease enti- 
ties from one another. It indeed may not even indicate 
a common etiologic denominator. 

Scleroderma is more common in women than men 
(1.5 to 1) in the fourth to the sixth decades though it 
may occur at almost any age. The onset of the disease 
is usually either (1) the gradual onset of Raynaud-like 
phenomena usually involving the hands and some- 
times the feet, or (2) an acute or subacute illness that 


GP September 1955 


may be quite mild, characterized by arthralgia or 
arthritis, myalgia, a variable skin eruption and 
malaise. The course is extremely variable. The onset 
may be insidious, with many years required for its full 
development, or the disease may appear and progress 
to a fatal termination in a few weeks. Constitutional 
symptoms are variable. Nearly all patients lose weight 
when the disease is active, and this is not necessarily 
related to involvement of the gastrointestinal tract. 
About half the patients notice weakness or increased 
fatigability, and some run a low-grade fever. There is 
usually muscle atrophy, and this is not necessarily 
correlated with the hide-bound state of the skin. Mild 
arthritis is present in the majority of patients. This 
consists mainly of stiffness, joint pain or swelling. In 
the early stages it involves soft tissue and seldom pro- 
duces x-ray changes. 


Skin 


The skin is always involved in scleroderma though it 
frequently is not the first organ affected. The skin of 
the hands and feet usually shows signs of the disease 
earliest, followed by the face, neck and upper trunk. 
Large areas may show changes in a diffuse fashion with 
a gradual shading into surrounding normal tissue. 
Early in the course of skin involvement, nonpitting 
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Figure 1. Hands in scleroderma. The tight skin fixes the semi- 
flexed fingers. 














Figure 2. The fingertips show small necrotic patches in Raynaud’s 
phenomenon associated with scleroderma. 


edema appears which gives the skin a puffy, ivory 
appearance with smoothing out of the normal folds. 
As the edema is replaced by fibrosis the skin hardens 
and cannot be lifted up from the underlying tissues. 
Brownish pigmentation similar to that seen in Addi- 
son’s disease takes place. The skin becomes atrophied 
and shiny, and appears to be drawn tightly over the 
body. The face becomes mask-like and immobile; the 
hands become fixed in a position of flexion (Figure 1), 
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and the mobility of the rib cage is impaired. As th« 
disease progresses, the surface area of the skin seem: 
to grow smaller and more rigid; it encompasses th« 
body like a steel casing too small for its contents 
Trophic ulcers may appear, and sometimes calciun, 
deposits occur in the soft tissues. 

‘This classical picture of the skin changes in sclero- 
derma, or progressive systemic sclerosis, as it is mor¢ 
appropriately called, must be differentiated from at 
least two other conditions: localized scleroderma, and 
scleredema adultorum. Localized scleroderma is a be- 
nign dermatosis which involves small areas of skin and 
is usually not incapacitating. It occurs in two principal 
forms—the round lesions usually referred to as mor- 
phea, and the linear lesions. 

Scleredema adultorum is characterized by a hard, 
nonpitting edema involving the face, neck, thorax, 
abdomen, buttocks and legs. It almost never involves 
the hands and feet. It may involve the pharynx and 
larynx but skips the internal organs as such. This is in 
striking contrast to scleroderma which is generalized 
and almost always involves the hands and feet. 

The course of scleredema adultorum is one of 
gradual regression after several weeks to several years. 
It can be distinguished from scleroderma only by fol- 
lowing the course of the disease and studying the dis- 
tribution of the lesions. 


Raynaud’s Phenomenon 


The second most consistent feature of scleroderma 
is Raynaud’s phenomenon. Usually the onset of color 
changes is gradual, although in some instances it may 
be dramatic with the acute onset of pallor, the so- 
called “dead fingers” phenomenon. In the early stages, 
only the tips of the fingers are involved. Later the 
changes may extend to the entire finger and hand. The 
color changes may consist of cyanosis solely or pallor 
solely, but more commonly the three phases (pallor, 
cyanosis and rubor) are present. 

Symptoms are worse in the cold season. Pain is 
not a prominent symptom. Paresthesias, however, do 
occur commonly and consist of numbness, tingling, 
burning, pins-and-needles sensation. During the 
attack the fingers are cold, and there may be dimin- 
ished sensory acuity. 

In some cases slight swelling of the involved fingers 
may occur, and even persist in the interval between 
attacks. The attacks may be precipitated by cold or by 
emotional stress. Sclerodermatous changes in the 
hands and feet follow ultimately when Raynaud’s phe- 
nomenon is a manifestation of this disease. 

Acrosclerosis is a form of scleroderma in which Ray- 
naud’s phenomenon and skin changes are prominent 
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in the hands. It does not deserve to be classified as a 
separate syndrome or a disease sui generis. The skin 
changes of scleroderma develop following the onset of 
Raynaud’s phenomenon. Small dark areas of gangrene 
appear on the fingertips or at the side of the nail (Fig- 
ure 2). These spots are usually very painful and either 
heal slowly with scar formation or infection develops 
and a paronychia may form. Black, hard necrotic tissue 
often builds up below and at the edge of the nail, de- 
forming the tip of the finger. Frequently there is chron- 
ic infection below this hardened tissue and beads of 
pus may ooze out at the junction of this tissue and 
normal skin. The distal phalanx often atrophies and 
disappears, and a shortened finger with an absent or 
deformed nail is left. 

Raynaud’s phenomenon must be differentiated from 
Raynaud’s disease. The latter is somewhat more be- 
nign and responds either to conservative measures de- 
signed to keep the extremities warm, or to surgical 
sympathectomy. Sympathectomy is of no lasting value 
in scleroderma. The differentiation may be impossible 
if Raynaud’s phenomenon is the first and only mani- 
festation of scleroderma. The later appearance of vis- 
ceral involvement will settle the problem. 


Heart 


The fact that scleroderma is a generalized disease 
involving internal viscera has only been fully recog- 
nized in the last few years. Visceral involvement may 
precede skin involvement by years. There is no cor- 
relation between the severity of the skin involvement 
and the severity of the visceral changes. Thus, a pa- 
tient with involvement of the myocardium by sclero- 
derma may come to the physician as a case of conges- 
tive heart failure without skin changes. The skin 
changes may be present but be masked by the edema. 

This demonstrates the importance of determining 
the etiology of heart disease as exactly as possible. 
One should not be satisfied with forcing each case into 
the usual categories of hypertension or arteriosclerosis. 
The evaluation of cardiac symptoms is difficult because 
the cardia¢ manifestations are frequently associated 
with pulmonary lesions and with involvement of the 
thoracic wall itself. The patients complain of dyspnea 
and orthopnea; cyanosis sometimes develops, prob- 
ably on a pulmonary basis. 

On physical examination the usual signs of conges- 
tion are present, including edema, distention of the 
neck veins in the erect position, enlarged liver and at 
times hydrothorax and ascites. The heart tends to be 
slightly enlarged and triangular in configuration. The 
kymogram shows small or absent excursions. There is 
a steady lowering of the blood pressure as the disease 
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progresses. These observations may help to distin- 
guish this disease from other causes of heart failure. 

Pathologically, the heart is involved by a process 
which begins as hyperemia, followed by a stage of 
active proliferation of fibroblasts. Finally, a dense, 
sclerotic, fibrous scar develops which may be discrete 
or may envelop muscle fibers causing their degenera- 
tion. 

The pathologic changes explain the electrocardio- 
graphic abnormalities. The envelopment of muscle fi- 
bers by fibrous tissue seems to account for arrhythmias 
and conduction defects are sometimes found in this 
condition. The scar tissue has the same characteristics 
as scar tissue resulting from myocardial necrosis; it is 
electrically dead, and may produce changes in the 
electrocardiogram indistinguishable from myocardial 
infarction of long standing. 


Lungs 


Pulmonary changes may appear at any point in the 
evolution of the disease. In about a quarter of the 
cases, pulmonary changes precede skin changes. The 
majority of patients with lesions in the lungs have 
symptoms, though some are discovered on routine 
x-ray of the chest. The symptoms consist of progres- 
sive exertional dyspnea, loss of weight, and usually a 
slight productive cough. 

The roentgenogram shows in the early stages, slight 
diffuse mottling and interlacing linear shadows con- 
fined to the lower portions of the lungs (Figure 3). 
These changes are much like those seen in lipoid 
pneumonia or bronchiectasis. In the advanced stage 
there are diffuse, usually net-like shadows throughout 
the lower two-thirds of both lung fields, increasing in 
density toward the bases. The apices are usually clear. 
Varying sized cysts have been described. The cardiac 
and diaphragmatic borders may be thickened due to 
adhesions. 

The essential pathologic change is a sclerosing, 
bulk-increasing alteration of collagen fibers. The lobes 
of the lungs are firm; some are cystic. Extensive fibrous 
pleurisy may be present. Marked thickening of alveolar 
spaces, and large, coalescing islets of fibrous tissue are 
thus formed. The cysts are apparently formed by hya- 
line degeneration of alveolar septa with subsequent 
breakdown of this tissue. The bronchioles may also be 
involved. The muscle layers are replaced by fibrous 
tissue, and dilatation of the bronchioles takes place. 

The functional pulmonary changes can be divided 
into two aspects: ventilatory disturbances and respira- 
tory disturbances. Ventilatory function involves the 
ability to move the air into and out of the lung; it is 
impaired in scleroderma for a number of anatomic 
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Figure 3. Fine, net-like fibrosis at both lung bases in a case of 
scleroderma. 


reasons. The skin involvement over the thorax limits 
to some extent the motion of the rib cage. On occasions 
involvement of the diaphragm will impair ventilation. 
The fibrous contraction is a definite impairment to ex- 
pansion of the lung. Finally diffuse peribronchiolar 
fibrosis, with its obstructive emphysema, also impairs 
ventilation. Functional studies demonstrate an in- 
crease in the residual air, indicating ventilatory im- 
pairment. 

More striking than the ventilatory limitations is the 
impairment of gas exchange across the alveolo-capil- 
lary membrane. This is the respiratory function. The 
marked thickening of the alveolar walls, the narrowing 
of the lumina, the thickening of the wall of blood ves- 
sels or the obliteration of these vessels is adequate ex- 
planation for deficiency of respiratory function. This 
can sometimes be demonstrated by the finding of a 
lowered arterial blood oxygen content following exer- 
cise in such a patient. 


G I Tract 


Scleroderma produces changes in the esophagus, 
small intestine and large bowel. 
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Figure 4. Constriction of the lower segment of the esophagus in 
scleroderma. 


The usual chief complaints are a feeling of oppres- 
sion and burning in the epigastrium, eructation, 
heartburn, nausea and vomiting. There may be perio- 
dic episodes of colicky pain in the upper part of the 
epigastrium or exceptionally in another part of the 
abdomen. This pain may last from minutes to hours, 
and it bears no relation to the ingestion of food. Diar- 
rhea is not an infrequent complaint. 

Roentgenograms of the esophagus reveal a narrow- 
ing of the lower segment, usually within a few centi- 
meters of the diaphragm, with dilatation above this 
point (Figure 4). There is never complete obstruction 
or great dilatation. There is a loss of peristalsis and a 
slowing of the transit time of the barium along the 
esophagus. The esophagus has a tendency to remain 
open after passage of the bolus of barium. The latter 
finding may account for the regurgitation of stomach 
contents and peptic ulceration. Hiatus hernia of the 
so-called short esophagus type is often seen. 

Esophagoscopic examination reveals a thickened 
wall either diffusely reddened or covered by a layer of 
white exudate which separates easily to reveal a gran- 
ulated base. This esophagitis is presumably due to a 
combination of regurgitated gastric contents and sec- 
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Figure 5. Small bowel series (after 24 hours). Delayed emptying 
of the dilated and atonic small bowel. 


ondary infection. At autopsy the esophageal mucosa 
may be replaced by fibrinoid material, the submucosa 
is sclerotic, the muscular layers are atrophic and ex- 
tremely fibrosed. There may be leukoplakia or calcium 
deposited in the submucosa. 

In the small intestine there may be x-ray changes of 
obstruction involving the duodenum and jejunum. 
This seldom extends as low as the ileum. The colon 
may show multiple short segments of localized narrow- 
ing throughout. Pathologically there is a marked atro- 
phy of the intestinal wall with fibrous replacement of 
muscle (Figure 5). The earliest changes are slight 
thickening of the intestinal wall with edema of the 
interstitial tissues. 


Kidney 


In a few cases of scleroderma, the kidneys become 
involved. There is little to implicate these organs as a 
rule until a terminal phase is reached. The urine re- 
mains clear, and renal function remains normal until 
the kidneys are so affected as to produce signs of renal 
failure. Once this appears, the course is rapidly down- 
ward, and the patient usually dies in two to four weeks. 
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Grossly, the kidney may have a coarsely granular 
surface with cortical scarring, or it may show signs of 
infarction. Microscopically a rather specific lesion de- 
velops in the renal cortex. Most of the intralobular 
arteries show a concentric internal thickening near 
their origins. Peripheral to some of these areas, zones 
of infarction can be found. In addition the peripheral 
ramifications of some of these arteries show a more 
acute fibrinoid necrosis with consequent infarction of 
renal tissue. 


Laboratory Tests 


Laboratory tests are not of definite value. About half 
the patients have a mild normochromic normocytic 
anemia. A similar number show hyperglobulinemia 
and reversal of albumin-globulin ratio. The majority 
of patients will have a rapid sedimentation rate. 


Differential Diagnosis 


Scleroderma is difficult to diagnose when it mas- 
querades as a single visceral disease. Its similarity to, 
and differentiation from Raynaud’s disease and sclere- 
dema adultorum have already been mentioned. In the 
early edematous stages it may superficially resemble 
myxedema. However, the characteristic physical and 
laboratory finding of myxedema are absent. 

The most difficult disease to differentiate is derma- 
tomyositis. In dermatomyositis, initially, there is a 
rose-pink erythema and edema of the face, eyelids and 
extremities, with progressive pain, weakness and atro- 
phy of various groups of muscles. In scleroderma there 
may be muscle atrophy, and in the early edematous 
stage of skin changes, the two diseases are quite simi- 
lar. Indeed, in this stage one may not be able to differ- 
entiate these diseases by biopsy. In later stages the 
fundamental skin change in scleroderma becomes quite 
characteristic. It should also be noted that there is 
never pulmonary involvement due to dermatomyositis. 


Etiology and Therapy 


The cause of scleroderma is unknown, although at 
one time or another most of the endocrine glands have 
been suspected. More recently suggestions have been 
made that the disease is a psychogenic or allergic one. 

Over the years, many forms of therapy have been 
used, including most of the available hormones, vita- 
mins, diets, surgical procedures (sympathectomy) and 
more recently para-aminobenzoic acid. None has been 
consistently useful in checking the course of sclero- 
derma. ACTH and cortisone may give mild, transient 
relief in some cases. 
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A number of factors contribute to the development 

of shoulder-hand syndrome following acute myocardial 
infarction. One of those factors—anactivity 

of the upper extremities—is preventable. 

With a simple regimen for arm exercises, the tendency 


to the syndrome can be largely eliminated. 


Prevention of Shoulder-Hand Syndrome 


BY KURT GEORGE LEICHTENTRITT, M.D. 


New York City 


‘THE SHOULDER-HAND SYNDROME occurs in a variety of 
diseases, and at times with no apparent cause. How- 
ever, it appears most often after myocardial infarction, 
and is also seen in patients having severe angina 
pectoris. Persistent pain in the shoulder area, either 
unilaterally or bilaterally, with or without involvement 
of the hand, occurs in about one out of five cases after 
myocardial infarction. It is equally common in both 
sexes. 

The pain may start as early as eight days and as late 
as seven months after myocardial infarction. When the 
patient is convalescing from his infarction, and no 
longer has complaints referable to his heart, he may 
start to suffer severely from pain in his shoulder and 
hand, usually on the left side. The pain may be so 
intense and persistent that the patient pays more at- 
tention to it than to his cardiac condition. 

The shoulder pain is thought to perpetuate a reflex 
nerve disturbance that eventually leads to periarthritis 
of the shoulder, with pain and tenderness, followed by 
crepitus. There is diffuse swelling of the hand and 
fingers, and limitation of motion of the shoulder and 
hand. The reflex mechanism also provokes localized 
ischemia (vasoconstriction). This feature, coupled with 
any generalized anoxemia due to the coronary occlu- 
sion, may lead to fibrous thickening and to contrac- 
tions in the palmar fascia (Dupuytren’s contracture). 
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Inactivity and ischemia account for atrophy of the 
muscles in the affected limb and for demineralization 
of bone (osteoporosis). 

The treatment of this condition depends upon the 
degree of involvement of the shoulder and: hand. Re- 
sults vary from poor to excellent. Occasionally the 
trouble clears up spontaneously. In any event, a 
method of prevention is well worth considering. 

About five years ago I became interested in the pre- 
vention of the shoulder-hand syndrome in cases of 
myocardial infarction. It seemed that inactivity was an 
important factor in development and perpetuation of 
the syndrome. I reasoned that elimination of inactivity. 
first by passive and later by active motions of the arms, 
would help in the removal of metabolic end products. 
would forestall muscle atrophy and might favorably 
influence the reflex nerve disturbance, thereby pre- 
venting ischemia. 

Accordingly, inactivity of both shoulders and hands 
was prohibited from the very onset of myocardial in- 
farction, even while the patient was still in acute shock 
and receiving oxygen. In this early stage, extreme cau- 
tion was observed during the passive movements of the 
arms. At the time of the physician’s daily visits, the 
arms of the patient were raised one at a time, straight 
up and parallel to the body. This was done slowly and 
gently, with each arm raised as high above the head as 
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the patient’s condition and tolerance would permit. 
Instructions to the special or floor nurse were given to 
repeat the procedure once more daily. This was done 
even when the patient was in an oxygen tent, and no 
difficulty was encountered in its performance. There 
were no untoward effects on the heart (Figure 1). 
About 14 days after the onset of myocardial infarc- 
tion, the patient was instructed to perform these move- 
ments of the arms on his own, about two or three times 
daily. This daily exercise was continued indefinitely. 
No other method of prevention or treatment was used. 
During the years 1944 to 1949, 71 patients suffering 
from myocardial infarction were observed. Thirteen of 
these developed the shoulder-hand syndrome (18 per 
cent). From 1949 to 1954, 93 patients suffering from 
myocardial infarction were treated by the method here- 
tofore described. There were no instances of shoulder- 
hand syndrome. In addition, the procedure of daily 
arm exercises has been prescribed for patients having 
frequent and severe attacks of angina pectoris, with 
success in shoulder-hand 


equal preventing the 


syndrome. 


A bibliography accompanying this article is available upon re- 
quest from the Editorial Office of GP. 


Effects of Atomic Explosions on Weather 


Every YEAR since the explosion of the first atomic bomb, 
both the U.S. Weather Bureau and the Atomic Energy 
Commission have received many letters suggesting that 
atomic bombs should be used to dissipate hurricanes and 
tornadoes or otherwise improve undesirable weather. Since 
the atomic weapons testing program was enlarged in 1951, 
both agencies have also received complaints from many 
parts of the world blaming unpleasant weather on the 
atomic explosions. 

Although a casual examination of much of the recent 
climatic data might appear to indicate that some of the 
recent anomalous weather has been associated with atomic 
explosions, a more careful examination of the data does not 
support the hypothesis that atomic explosions have 
changed the weather. 

When the best available observational evidence and the 
most plausible theories are considered together, there ap- 
pears to be no reason for believing that any past atomic 
explosion at the Nevada Proving Ground has had any sig- 
nificant effect on the weather more than a few miles from 
the test site. 

—-L. Macuta and D. L. Harris, Science, 121: 75,1955. 
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Figure 1. During the early phase of acute myocardial infarction the 
patient’s arms are carried passively through a full range of motion 
twice daily. Later he performs these movements on his own. 
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TOTAL PATIENT CARE 


BY NORMAN J. 


Departments of Medicine and Psychiatry 


Practical Therapeutics 


ASHENBURG, M.D. 


University of Rochester School of Medicine and Dentistry, Rochester, New York 


**Canst thou not minister to a mind diseas’d, 
Pluck from the memory a rooted sorrow, 
Raze out the written troubles of the brain, 
And with some sweet oblivious antidote 
Cleanse the stuff'd bosom of that perilous stuff 
Which weighs upon the heart?” 
MACBETH TO THE PHYSICIAN 
Act V, Sc m1 


AtrHoucH there has been some increased interest in 
the total individual and the setting in which he be- 
comes ill, this interest still lags far behind that shown 
in other phases of medical practice. 

There is still a strong tendency to shy away from the 
emotional factors in illness. Their existence and im- 
portance may be denied completely ; and the physician 
may behave as if he were obliged to treat only the 
organic aspects of his patients. The “either-or” con- 
cept still prevails. A patient is subjected to a very 
thorough organic study and then when no positive 
clinical or laboratory findings are discovered, the de- 
cision is made that the patient is really not sick. He 
may be told, ‘Go home and forget about it” or “It’s 
all in your mind” or any one of many other ill-advised 
clichés used in this setting. The doctor may feel re- 
lieved to be rid of this “neurotic” patient; and he may 
even feel that his job was well done. Of course this is 
not true. 
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In a way, it is not too different from telling the pa- 
tient who comes in because of signs and symptoms of 
diabetes to go home and stop worrying about his 
polyuria and polydypsia. Both patients come to the 
doctor for help because of disturbing symptoms. Both 
may be helped to make a better adjustment and to 
regain their functional stability. To dismiss either pa- 
tient without help or support places the entire burden 
back on the patient’s shoulders. This adds to his 
anxiety and fears, and he leaves the doctor’s office in a 
dilemma with the unsatisfying reassurance that he is 
well. One often hears the misconception that the more 
intelligent or sophisticated the patient, the better he 
can deal with the verdict, “It’s only your nerves.” 
Telling this to such a person and dismissing him with- 
out providing an opportunity for help may lead to 
serious consequences. 

Total care of the patient as a human being requires 
that the physician, in all branches of clinical medicine, 
correct his tubular vision that may be focused only on 
a single malfunctioning organ. To become so en- 
grossed in organology and forget that patients have 
minds as well as bodies may lead to pitfalls in adequate 
medical management. 

Many patients with organic disease have coincident 
emotional problems. Just as many have emotional 
problems with somatic symptoms and no organic 
illness. 

Such patients, because of their somatic complaints, 
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do not consult the psychiatrist but come to the family 
physician and the nonpsychiatric specialist. These 
patients, therefore, impose upon physicians the obli- 
gation at least to initiate the investigation and care of 
their illness, regardless of the physician’s personal 
wishes or equipment to do so. 

Some of these patients will require the more spe- 
cialized management of the psychiatrist. However, 
there are at least two factors that make such referral 
difficult or impossible. There are not enough psy- 
chiatrists available. Secondly, many such patients are 
unable emotionally to accept psychiatric help. There- 
fore, the responsibility for the care of this group of 
persons will remain with the general physician. 

One may then rightly ask, “Is it not the concern of 
all doctors to be able to recognize, understand and be 
willing to manage such patients?” 

With the development of a modern Department of 
Psychiatry at the University of Rochester School of 
Medicine, an active teaching program in the psycho- 
biologic aspects of medicine has been introduced for 
medical students and nurses. This program has been 
extended to the postgraduate level and for this pur- 
pose, a Liaison Service was established. 

Liaison fellows are assigned, not to the psychiatric 
floors, but to the wards and outpatient departments of 
the medical or obstetrical services of the University- 
Municipal Hospital. Under the guidance of teachers 
trained both in medicine and in psychiatry, the liaison 
fellows study unselected patients with various illnesses 
from a broad psychobiologic aspect. 

The instructors and fellows share this learning ex- 
perience with the house officers and the medical stu- 
dents as they participate in regular medical rounds on 
the floors and in the outpatient department. 

As one who has been trained in internal medicine, 
followed by an experience on this Liaison Service, I 
should like to present some views on the subject of 
total patient care. Such views, for the most part, are 
by no means original but reflect the thinking and 
teaching of my instructors. This new outlook, which 
to me has been most enlightening and practical, points 
up the real scope of good, comprehensive medical care. 


The Medical Interview 


Total care of the patient begins with the doctor- 
patient relationship. Therapy actually begins once the 
doctor has accepted the charge to help his patient. 
With the great surge of new drugs and technical aids 
to medical practice within the past two decades, one 
often forgets that in this human relationship the doctor 
himself is a potent therapeutic agent. How the doctor 
behaves may profoundly influence both the effect of 
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some specific pharmacologic agent and the clinica! 
course of the patient. The sicker the patient, the more 
regressed and the more sensitive will he be to subtle 
verbal and nonverbal signs that come from the doctor 

Very early in this relationship the doctor makes us« 
of an effective therapeutic tool and fundamental aspect 
of patient care as he interviews the patient. 

It was most distressing to read recently a suggestion 
made to doctors as to how they could save time in 
preparing case histories. It was recommended that a 
health questionnaire form be sent to the patient, to be 
filled out in his home and brought in at the time of his 
appointment. Then the form was reviewed by the doc- 
tor’s nurse and she would interview the patient to cor- 
rect or add to the history. Finally, the doctor was 
presented with this form which was supposedly a 
“fairly complete history.” 

It is difficult to believe that even the pressures of the 
times could justify such deterioration of the doctor- 
patient relationship. The many “‘wonder drugs” that 
are now part of the doctor’s armamentarium have been 
valuable additions to his practice. However, the chance 
for the patient to communicate with his doctor is still a 
potent therapeutic force. Allowing a patient to talk 
about his personal problems may be a very reassuring 
therapeutic measure. At times, the doctor increases 
anxiety in a patient who needs to talk by prescribing a 
sedative for his “nerves” rather than permitting him to 
talk. 

Each interview is a therapeutic experience. Many 
physicians are unaware that they are doing anything 
other than learning about their patient’s illness as the 
history is taken. Doctors as well as patients are among 
the unbelievers who cannot conceive of talking and 
listening as having therapeutic value. 

As the physician obtains the history, he should 
realize that psychologic and social data may be of vital 
importance in understanding and treating disease in 
human beings. Only with such understanding, in many 
instances, will all of the aspects of the illness be made 
accessible for optimal treatment. 

Psychologic and social data are by no means of aca- 
demic interest only, but may contribute greatly to the 
practical aspects of medical management. No one will 
deny that some patients become ill organically in a 
setting of intense emotional stress. This is becoming 
more and more apparent and is by no means restricted 
to the classical psychosomatic diseases. The physician 
who argues that in his patients psychologic stress 
plays no part in a particular illness is often dealing im- 
pressionistically, and has not actually inquired into 
this area of the patient’s life with techniques adequate 
to obtain such information. 

Psychologic data may be as objective as any other 
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clinical findings. A response of crying to a sensitive 
point in the medical history is comparable to eliciting 
pain by palpating a tender liver. In both instances, one 
can return to the same area repeatedly and elicit the 
same response. 

An argument often heard is that psychologic data 
are not always significant, hence why bother to obtain 
them? One could apply the same reasoning to many 
other procedures that have become routine in good 
medical practice. Yet experience proves their value 
even though one cannot foretell which patient will 
have positive findings. Furthermore, one may rightly 
ask, “Do we know so much about human disease that 
we can neglect psychologic data as being irrelevant?” 
The significance of any data cannot be evaluated until 
they are obtained. This is just as true of psychologic 
data as it is of the blood count or of auscultation of the 
heart. 

Many techniques are used to obtain the patient’s 
history. Some are more successful than others. How- 
ever, no matter what the individual variations are, 
there are certain general recommendations that are 
useful. 

At the outset, it is essential that the doctor remem- 
ber that he must be a good listener. The patient must 
not only have the opportunity to tell his story, but he 
must be given the time in which to tell it. The doctor 
must convey to his patient an attitude that is under- 
standing, sympathetic and as objective as_ possible. 
Equanimity and sincere human interest in the patient’s 
story go a long way to bind the relationship between 
doctor and patient. 

Careful attention should be paid to verbal as well as 
nonverbal clues of stressful life situations. Such data 
should be pursued as indicated, and the chronologic 
relationship to the appearance of symptoms should be 
investigated. Attention to such chronology, as one 
takes the history, is an important aspect of the pro- 
cedure. For example, it is just as important—some- 
times more important—to know when the patient’s 
parents died as it is to know their ages or the cause of 
death. When such events occurred in the patient’s life 
and how they were handled by the patient may have 
an important bearing on the development of illness. 
Such information broadens the doctor’s total under- 
standing of his patient, his illness and the setting in 
which it developed. 

The following case histories illustrate the importance 
of psychologic and social data. 


Illustrative Cases 


Case 1, A 59-year-old man had no cardiac difficulty 
until three years ago, when he developed auricular 
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fibrillation, congestive failure and suffered a renal in- 
farct. The heart disease was classified as arterioscle- 
rotic. Congestive failure developed shortly after both 
his wife and his mother died. He was unable to express 
open grief. He said he never got over their passing. 
Although he felt like crying, he was never able to do so. 

Actually this history was not obtained until three 
years later when he was again admitted in heart failure. 
As he spoke of his wife, he became tearful and cried 
openly for short periods of time during the interview. 
He told how after his first hospitalization he went to 
live with his sister where he got on well. Here he had 
companions of his own age. They had common in- 
terests and he was happier. Then it became necessary 
for him to leave this environment and to move to a 
home where he had none of these emotional gratifica- 
tions. He brooded about his wife’s death, became more 
and more depressed and again went into cardiac failure. 
So far as we knew, he had not altered his prescribed 
regimen of therapy. 

This patient needed emotional support just as much 
as he needed digitalis. It was clearly evident that he 
was anxious to talk about his problems. Allowing him 
to do so and reassuring him that it was good for him 
to express his grief openly brought great comfort to 
him while in the hospital. At times he expressed some 
irritation with the house officers because they showed 
no interest in these matters and would not even let 
him talk about them. Furthermore, in planning for 
this man after leaving the hospital, it was possible to 
recommend that he return to his sister’s home, which 
was again available to him. 

Case. 2. A 52-year-old colored woman with hyper- 
tension, obesity and diabetes (a triad commonly seen) 
was admitted for control of her diabetes. 

She was in good health until the death of her par- 
ents, when she became mildly depressed and began to 
eat more and gain weight. She was then found to be 
hypertensive; and within a year or so her diabetes 
became manifest. 

She was a woman with a very strong mothering need 
which was expressed in many ways. She worked on the 
maternity service of a hospital and then, soon after her 
menopause, turned to caring for foster infants. Her 
relation to her own children and grandchildren, par- 
ticularly toward a grandchild with failing vision, was 
one of attempting to bind them to her by virtue of their 
helplessness. Evidently, caring for helpless children 
compensated for her own lack of emotional gratifica- 
tion as a child. This served a useful function in main- 
taining the patient’s emotional adjustment and at the 
same time was a socially useful activity. 

Having such information, the doctor could weigh 
more realistically the risk to this patient of restricting 
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this activity. A greater flexibility in respect to her diet 
also becomes more rational. A strictly controlled, re- 
ducing, diabetic diet might indeed be too reminiscent 
of painful childhood restrictions, and she might well 
find it impossible to follow because of the strong need 
for food as substitute gratification for security and 
affection. It was clear from the history that both of 
these factors were important needs in this patient. The 
physician must often compromise in order to establish 
a good relationship. With time he may lead such a 
patient to a more controlled regimen. It is not enough 
to know the blood and urine sugar content, and to 
prescribe insulin and a diet. To know the person may 
often be just as important. 


Psychologic Stress: Grief and Separations 


The doctor should be aware of the fact that certain 
periods in the life of the patient may be stressful. 
Childhood, puberty, adolescence, marriage, pregnancy, 
the climacteric, retirement and old age are the common 
psychologic danger periods. Each presents its own 
problems, and the physician should be aware of these. 

Periods of the year may be significant; and for cer- 
tain persons, the holidays, notably Thanksgiving and 
Christmas, are particularly traumatic times. Such oc- 
casions are usually thought of as happy ones. However, 
for some, they represent periods of loneliness and un- 
happiness as they recall memories of lost relationships 
with high emotional investment. 

The observation that illness may follow the loss of a 
loved person or object has been the subject of folklore 
for years. One still hears the phrase, “He died of a 
broken heart.” As one takes histories with greater care, 
inquiring into such areas and attempting correlation of 
such an event with the onset of organic disease, it 
becomes evident that this is a common phenomenon. 
Quite often the patient makes the association inde- 
pendently and may offer the statement, “Since my 
wife died I have not been well,” or “When my mother 
died I started to go downhill.” Unfortunately the doc- 
tor sometimes considers such remarks as irrelevant to 
the current organic problem. 

The separation may be from loved ones, from be- 
longings, home, country or job. The entrance of a son 
into the military service is for most mothers a serious 
separation experience, and in some it may be followed 
by illness of one sort or another. 

Doctors often fail to appreciate that their own leav- 
ing, even for a day, may represent a traumatic separa- 
tion for certain patients. Dependence imposed by 
illness sets the stage for such an experience. The doc- 
tor usually does not hear about it from his patient; but 
the physician may who takes over in his absence. 
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Many patients have exacerbations of their illnes: 
directly related to situations of emotional stress. Th 
separation phenomenon may represent such a situa 
tion, and: it has been reported to occur with grea: 
frequency prior to exacerbations of a wide variety o! 
diseases including asthma, ulcerative colitis, rheuma 
toid arthritis, heart failure, diabetes, the lymphomas 
and others. One does not infer for a moment thai 
separation is the specific etiologic agent for any of 
these diseases. However, it may prove to be one factor 
in the constellation necessary for specific pathophysio 
logic alterations in a given patient. 


The physician must be alert to the fact that regres- 
sion accompanies almost all illness. This is an essential 
defense mechanism and serves a useful purpose. The 
doctor must be sympathetic and accepting of this de- 
pendent role of his patient. He cannot afford to be 
rejecting or punitive with a patient for this attitude. 
To do so might make management extremely difficult. 
The patient is very much like a child in this regard. 
and he may relate unconsciously this attitude of the 
doctor to that of parents or other authoritative figures 
in his childhood. The patient may be uncooperative as 
he was earlier in life; and he may even plan to defeat 
his doctor’s efforts. 

Then there are patients who are so independent 
that they may have great difficulty accepting a de- 
pendent role. They may refuse to admit that they are 
not well despite the fact that they are seriously ill and 
very uncomfortable. On rounds, they may say they are 
feeling fine and admit to no complaints. Although this 
is what every doctor likes to hear from his patients, in 
such a case, he knows it cannot be true. By knowing 
more about the life pattern of this type of patient and 
his strong need to be independent and deny illness, 
this attitude will be less frustrating and more under- 
standable to the doetor. Calm acceptance of such an 
attitude with care to protect the patient by intelligent 
treatment of the organic illness is the course to follow. 
Eventually such a patient will often come to the point 
of accepting his dependent role. 


Psychologic Illness 


Experience on a medical service affords impressive 
proof of the frequency of psychologic illness. The two 
most common psychologic problems seen on the serv- 
ice are depression and conversion hysteria. Both are 
seen by the family physician, and it is by no means 
beyond his skill to make the diagnosis and, in many 
instances, to care effectively for the patient. 
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Depression. These depressions differ in important 
respects from the classical psychotic depressions char- 
acterized by morbid guilt, self-depreciation and sui- 
cidal thought content. The patients on the medical 
service have the affect of depression; they look sad and 
feel sad. They can speak about their sadness and may 
become tearful when talking of certain sensitive aspects 
of their life. Instead of early morning awakening, as 
seen in the psychotic depression, these patients very 
often have the desire to sleep very late. Lethargy, 
apathy and a desire in some to eat more are common 
features of the nonpsychotic depression. 

Little attention may be paid to the depression, or it 
may even pass unnoticed because of the doctor’s pre- 
occupation with the organic illness and a tendency to 
attribute the apathy to that illness. 

One often hears a house officer remark when the 
suggestion is made that a patient is depressed, ‘‘He has 
good reason to be depressed because he is sick.” This 
might be true in some instances. However, when one 
inquires carefully into the history of these patients, 
one discovers in many that their depressed feelings 
antedate any clinical evidence of their organic illness. 

To know this can be important from many aspects. 
It may help with the management and understanding 
of the patient. It may explain the symptoms when 
organic disease is not found. Further, this type of de- 
pression may have something to do with the morbidity 
of certain somatic diseases. One should not assume 
that such an affect in a patient must be secondary to 
his organic illness. It may turn out that the depression 
represents the horse, and the organic illness the cart. 

The following patient illustrates this type of 
depression. 

A 67-year-old woman was admitted for control of 
her asthma which had become resistant to the usual 
therapy. She experienced her first attack some 30 years 
ago and actually had only a few acute episodes during 
this entire period. 

The current exacerbation had its onset six months 
before admission at which time her husband was ex- 
.periencing illness related to cerebral arteriosclerosis. 
Finally, because of increasing dementia, he was ad- 
mitted to a hospital for long-term care. 

The patient visited him frequently despite great 
hardship and the fact that each visit was followed by an 
increase in her respiratory symptoms. Eventually she 
was persuaded by a nurse that it would be better for 
her to reduce the frequency of her visits. 

Her asthma, however, continued to be troublesome, 
and the final blow came when a daughter, who was 
caring for her, was admitted to the hospital for a breast 
operation. A severe asthmatic attack followed. 

When interviewed on rounds, she appeared as a sad, 
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apathetic, tearful, distraught woman. She talked, with 
very little prompting, about her husband, her daughter 
and many of her problems. She cried as she related her 
history. As the interviewer started to leave, she held 
on to his arm indicating that she needed and wanted 
to talk more about her difficulties. 

In this case, it seemed likely that the husband’s iil- 
ness precipitated both depression and asthma. Her 
situation was one of sustained and prolonged grief, the 
resolution of which is hindered by the fact that her 
husband is not dead, yet she is irrevocably separated 
from him. 

Listening patiently and allowing this woman to ex- 
press her feelings was reassuring to her. She was sup- 
ported in regard to her decreased visits to her husband. 
As a means of allaying anxiety, she was informed of the 
condition of her daughter who was in another hospital. 

A strong supportive relationship of this type, plus 
the use of medication which had failed her before, 
helped this woman regain some stability, and her 
asthma was greatly improved. 

Conversion Hysteria. Conversion hysteria is a com- 
mon form.of neurosis in which emotional tension is 
converted into somatic symptoms. The symptom may 
involve sensory, motor, visceral or any bodily system 
which can be used for expression of emotional tension. 

Since the symptom constitutes an attempted solu- 
tion of some emotional conflict, the patient may exhibit 
indifference and detachment. Appropriate anxiety is 
often conspicuous by its Absence. Symptoms may be 
multiple and often do not follow anatomic nerve path- 
ways. The symptom may be one that occurred earlier 
in the patient’s life as an organic symptom; it may be 
one that appeared in a friend or loved one. This asso- 
ciation, of which the patient is totally unaware, can 
often be established from the historical data. It is usu- 
ally not obtained in response to direct inquiry as to 
whether the patient knows of a similar symptom among 
members of the family. 

One looks for other classical hysterical symptoms 
such as a history of a “lump in the throat,” fainting 
spells, anesthesias and others. A history of “appendi- 
citis” during adolescence may often be looked at with 
some question. Careful inquiry into the symptoms of 
the alleged “‘appendicitis” may fail to reveal a typical 
clinical picture, and this may have been the first 
episode of hysterical conversion pain. Obtaining such 
information serves as strengthening evidence that one 
is dealing with a hysterical person. 

Pain is the most common hysterical conversion 
symptom encountered on the medical service. Many of 
these patients are masochistic persons who experience 
pain as punishment for guilt feelings. Because of the 
guilt-relieving function of the symptom, these patients 
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are often extremely resistant to the doctor’s attempt to 
help. Paradoxically, while they earnestly solicit help 
from the physician, their sense of guilt makes it im- 
possible for them to tolerate ease or comfort. Often it 
is learned that their physical health has been best 
when life treats them harshly. When fortune smiles, 
they fall ill. Such a patient may tell his doctor, ‘When 
everything finally went well, I became sick.” 

With such patients, the doctor must not set his goal 
too high lest he be disappointed. He should manage 
such a patient supportively, with ancillary medica- 
tions, realizing that he may be required to change 
drugs many times. He must realize that, despite the 
patient’s unconcern, the pain is real and not imag- 
inary. He should proceed slowly and resist discourage- 
ment. There are many patients with organic disease 
whom we do not cure. We attempt to relieve distress- 
ing symptoms and to help the patient re-establish a 
more effective balance. The same attitude should pre- 
vail with regard to the management of emotional prob- 
lems. As the life situation of the hysterical patient 
changes, and there is no longer the need for the symp- 
tom, the patient may feel well again. 

The most important goal in the treatment of such 
patients is to prevent them from becoming addicted to 
drugs and subjected to multiple surgical manipulations. 

The physician must always remember that the hys- 
terical person may develop organic disease. The fol- 
lowing case history illustrates an instance in which the 
patient denied the organic basis for her symptom and 
attributed it to emotional factors. 

A young woman with a history of many hysterical 
conversion symptoms, including headaches, consulted 
her doctor because of persistent headache. There were 
several stressful life situations immediately preceding 
this symptem that might have misled her doctor. How- 
ever, this headache differed from those in the past by 
the fact that anterior flexion of her head would ac- 
centuate the pain. Because of this, the doctor thought 
she might have a brain tumor and referred her into the 
hospital. 

Upon admission, she was found to have persistently 
elevated spinal fluid pressure and protein. Changes in 
her optic disks were controversial. 

The interesting psychologic aspect of this patient 
was her need now to deny organic illness. In contrast 
to the patient with a hysterical conversion symptom 
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who insists that his problem is somatic and has no 
psychologic basis, this woman insisted that her head- 
ache was related to current emotional life stress. She 
said, “I’m having this headache because I am angry 
with my mother-in-law.” 

This kind of behavior ina hysterical person—the fact 
that the patient associated her symptom with psycho. 
logic stress, should make the doctor suspicious that 
now he is not dealing with conversion hysteria but 
with organic disease. 

On her second or third hospital day, following a 
spontaneous flood of emotionally charged material, she 
stated that her headache was no longer present. When 
told that she had some organic illness she could not 
tolerate this and became psychotic. 

At operation, a posterior fossa tumor was discovered. 
Postoperatively, she has done reasonably well and has 
reverted to her previous hysterical, nonpsychotic be- 
havior pattern. 


Summary 


A psychobiologic point of view is proposed in this 
paper as an important, logical and effective approach 
to comprehensive patient care. 

All of the facets of such a point of view have not been 
considered; but only those which seemed so impres- 
sive and useful to the author, and which he failed to 
appreciate during his more traditional organic orienta- 
tion and training in medicine. 

Many of the concepts are still unsettled ; some have a 
firm basis. Among important missing data are the bio- 
chemical and physiologic pathways that are activated 
or disrupted in response to such psychologic stimul! 
as grief and separation. These are the uncharted re- 
gions in this new area of medicine. Only by continued 
interest and inquiry into these areas, with suitable 
techniques, may the clues and answers to such ques- 
tions be found. 

A plea is made to the physician for his appreciation 
of the importance of psychologic and social data in 
studying illness in human beings. Such interest will 
broaden his perspective as a doctor and add to his 


ability to help sick, frightened people. 


The author is grateful to Dr. George L. Engel for his helpfu' 
criticism of the manuscript. 
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Splenic Aspiration 


Janet Watson and associates report that splenic as- 
piration affords diagnostic information not readily ob- 
tainable by other methods. In addition, the method 
gives insight into the role of the spleen in various 
hematologic disorders; for example, the uniform find- 
ing of myeloma cells in the spleen of patients having 
multiple myeloma supports the hypothesis that this 
disease is a form of “‘aleukemic”’ plasma cell leukemia. 

When certain precautions are observed, splenic as- 
piration carries no risk of morbidity due to hemorrhage 
or splenic rupture. Since 1936, over 1,000 splenic as- 
pirations have been done, including 150 by Watson’s 
group. The precautions include: 

1. Exclusion of patients having bleeding tendency. 

2. Exclusion of patients having a soft ‘“toxic”’ spleen 
(e.g., acute leukemia, infectious mononucleosis). 

3. Use of a relatively small-bore needle (20 gauge). 

This technique is not to be confused with tissue bi- 
opsy using a Vim-Silverman needle. The latter carries 
a definite risk of hemorrhage. 

Splenic aspiration gives information only about the 
morphology of the cells of the spleen. It does not per- 
mit a study of splenic architecture. Fortunately, how- 
ever, cell morphology is the important interest in most 
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instances of splenomegaly in which the method might 
be used. For purely diagnostic purposes, splenic aspira- 
tion would not be favored over lymph node biopsy in a 
patient having significant lymphadenopathy. 

Among the patients studied by Watson’s group were 
77 patients who were first seen because of unexplained 
splenomegaly. The diagnostic results in these patients 
are shown in the diagram below. Splenic aspira- 
tion was found to have keenest diagnostic value in 
Gaucher’s disease, kala-azar, myeloid metaplasia, 
lymphosarcoma, reticulum cell sarcoma, atypical poly- 
cythemia vera and in one case of multiple myeloma. 


(Blood, 10:259, 1955.) 


Ulcerative Colitis 


WHEELOCK AND WarREN analyzed results in 343 pa- 
tients with ulcerative colitis who were traced for ten 
years or until death. They found that 58 per cent of 
the patients who eventually succumbed or required 
surgery did so within three years of the onset of their 
disease. This figure was thought to reflect the inade- 
quacy of nonoperative therapy during the early part 
of the period under study. 

Thirty-one patients with ulcerative colitis developed 
carcinoma of the colon. The authors emphasized that 
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there was no way to predict which patients would de- 
velop cancer. The presence or absence of pseudopoly- 
posis was not helpful. More than half the patients with 
cancer did not have pseudopolyposis. Absence of symp- 
toms of activity of colitis did not indicate that carcinoma 
was improbable. The only way to discover carcinomas 
in patients with ulcerative colitis was by repeated x-ray 
and sigmoidoscopic examinations. 

On the basis of their survey, the authors have formu- 
lated indications for operative treatment. A period of 
two or three years of nonoperative management will 
accomplish something in the preparation of the patient 
for ileostomy even if the physicians in charge have 
little expectation that he will avoid eventual operative 
treatment. At the end of that period, it will have been 
determined whether the patient is in the rare group in 
which the colonic changes, as seen by proctoscopy 
and barium enema study, are partially or wholly re- 
versible. If they are not, even though the patient is 
asymptomatic, he should be advised that colectomy 
and ileostomy offer the safest course. 

This means that, in any patient with a definite diag- 
nosis of established chronic ulcerative colitis, at the 
end of three year’s treatment, colectomy and ileostomy 
should be performed. For those patients who prefer the 
risk of cancer to the handicap of ileostomy, barium 
enema and sigmoidoscopic examinations should be per- 
formed twice a year regardless of symptoms, in an 
effort to detect carcinoma early. (New England J. Med., 
252 :421, 1955.) 


Radioactive Gold for Prostatic Cancer 


Kerr and his associates report on the use of inter- 
stitial radiation with radioactive gold in 152 patients 
with carcinoma of the prostate. The method was 
reserved for the type of carcinoma of the prostate 
for which surgical cure seemed impracticable although 
there was no evidence of distant metastasis. 

Since complete eradication of the carcinoma by the 
interstitial injection of the radioactive gold is not 
feasible, as much of the carcinomatous tissue as possi- 
ble is removed either before or after the injection. If 
a large proportion of the tumor has been removed 
before injection, a much smaller total dose of radio- 
active gold is necessary, and one is more likely to get 
a satisfactory distribution of the isotope in the re- 
maining neoplasm. 

Follow-up physical examinations are made at fre- 
quent intervals, and if suspicious nodules are palpated, 
these are injected perineally with more radioactive 
gold. As many as four or five additional injections 
have been made. Calculus formation in the sloughing 
tissue is the only complication that now occurs. 
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Twenty-eight per cent of the patients had no clinica! 
evidence of neoplasm over a period of observation o/ 
at least 24 months, All of these patients would have 
died of cancer if treated palliatively. (Radiology, 
64:637, 1955.) 


Diamox in Respiratory Acidosis 


Beut and his associates studied the effects of Diamox 
in seven patients with pulmonary emphysema who also 
had chronic carbon dioxide retention. Pulmonary func- 
tion studies indicated that the administration of Diamox 
resulted in improved alveolar ventilation. However, the 
symptomatic response to the drug was disappointing. 
Most of the patients experienced some decrease in 
dyspnea and chronic fatigue during the first two weeks 
of drug administration. However, despite continued 
administration of the drug, most of the patients’ symp- 
toms returned to former severity after two or three 
weeks. In two severely ill patients, Diamox failed to 
alter the downward course of the respiratory acidosis. 


(Am. J. Med., 18:536, 1955.) 


Tetanus Prophylaxis 


STAFFORD MAKES the interesting observation that teta- 
nus antitoxin has never been proved to have any value 
for prevention of tetanus. On the other hand, active 
immunization (by tetanus toxoid) is known to have ex- 
cellent prophylactic value. He presents the following 
plan for treatment of patients with injuries that could 
be complicated by development of tetanus. 

1. Proper surgical care of all wounds (especially re- 
moval of devitalized tissue and foreign material). 

2. For persons known to have received basic immu- 
nizing injections of tetanus toxoid: a booster dose of 
toxoid (0.5 cc. intramuscularly). 

3. For all other persons: conjunctival test for sensi- 
tivity to tetanus antitoxin (horse serum). 

a. For positive reactors (sensitive to horse serum): 
No tetanus antitoxin. Start active immunization with 
tetanus toxoid. 

b. For negative reactors: 1,500 units of tetanus anti- 
toxin intramuscularly. 

Stafford reminds that when tetanus develops in a pa- 
tient who is sensitive to horse serum, administration of 
tetanus antitoxin is hazardous—can be supplanted by 
administering blood transfusions from donors having a 
high titer of potent tetanus antitoxin (donors recently 
immunized with tetanus toxoid). He also emphasizes 
that the American public should be informed of the ad- 
visability of securing a booster injection of tetanus tox- 
oid at least every ten years. (Surg., Gynec. & Obst., 
100:552, 1955.) 
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Cavitation in Anthracosilicosis 


WALL REVIEWED 100 autopsied cases of anthracosilicosis 
and found only three instances of pulmonary tubercu- 
losis. However, there were 15 cases of pulmonary cavi- 
tation none of which was due to tuberculosis. The 
three cases of tuberculosis were all of the miliary type. 
The vast majority of anthracosilicotic patients died 
with heart disease, namely cor pulmonale and coronary 
atherosclerosis. In the past, it was generally believed 
that advanced cases of anthracosilicosis with massive 
confluent densities surrounding chronic cavities were 
in fact advanced tuberculosis. It was not possible for 
the author to confirm this concept of tuberculosilicosis 
as proposed by other investigators. 

In the present series, 4 per cent of the patients with 
anthracosilicosis in all stages of the disease developed 
bronchogenic carcinoma. This prevalence was ten 
times greater than that found in the general hospital 
population in the same area. (Am. Rev. Tuberc., 
71:544, 1955.) 


Congenital Cerebral Aneurysm 


Wuutams, Bahn and Sayre reported a post-mortem 
study of 172 congenital cerebral arterial aneurysms in 
143 patients. Half of the patients were in the fifth decade 
of life. Seventy-eight aneurysms were incidental 
necropsy findings, while 94 were ruptured and were 
responsible for the death of the patient. In 88 of those 
fatal cases, the times of death were as shown in the ac- 
companying diagram. The sites of the aneurysms were: 


Anterior cerebral arteries and anterior 


communicating artery. ......-s-seee cece eeeeee 37 per cent 
Internal carotid artery .........seeeeeeeccceeees 32 per cent 
Middle cerebral artery........0-seeeeeeeeeseees 20 per cent 


Vertebral, basilar, and posterior cerebral 
GRIEG cc ccccccccccccccccnccsccccescesese 11 per cent 


(Proc. Staff Meet, Mayo Clin., 30:161, 1955.) 


Reserpine In Hypertensive Emergencies 


FOR THE TREATMENT of hypertensive emergencies, 
Hughes and associates advocate using a potent drug 
that will reduce the blood pressure promptly. The 
authors used reserpine parenterally administered for 
periods varying from one to 17 days to three groups of 
hypertensive patients: (1) 14 patients with severe pro- 
gressive, hypertensive cardiovascular disease, (2) six 
patients with toxemia of pregnancy, and (3) eight pa- 
tients of pediatric age with acute glomerulonephritis. 

For intravenous administration, the drug was diluted 
in 100 cc. of 5 per cent dextrose and was infused over 
a period of 20 to 30 minutes. The drug was not diluted 
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Duration. of Life 

After Fatal Rupture 

of Congenital Cerebral Aneurysm 
in 88 Cases 


for intramuscular administration. In the first two groups 
of patients, the initial dose was usually 2.5 or 5 mg., 
while in the children with acute glomerulonephritis, 
the dose was 25 to 100 mcg./kg. of body weight. 
Administration of reserpine parenterally was an effec- 
tive means of lowering the blood pressure in the pa- 
tients studied. The antihypertensive effect was present 
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in the recumbent as well as in the upright position—an 
attribute of considerable importance in the acutely ill 
and bedfast patient. The blood pressure decreased 
slowly one to four hours after the parenteral administra- 
tion of reserpine, and attained a maximum depression 
two to five hours after administration. In general, the 
medication had to be repeated every six to twelve hours. 
However, in some patients the duration of effect was 
24 hours. 

The most prominent side effect during therapy was 
somnolence. Inaddition, bradycardia, weakness, dreams 
and conjunctival injection occurred. Muscle tremors 
developed after several days of therapy with large doses 
(5 to 10 mg.) administered at intervals of four to eight 
hours. This subsided completely after the drug was 
discontinued. 

The authors feel that reserpine administered paren- 
terally is an effective and safe agent for the treatment 
of hypertensive emergencies on a short-term basis. 


(Arch. Int. Med., 95 :563, 1955.) 


Long-Term Anticoagulant Therapy 


Fo.ey and his associates present their experience with 
85 patients who have been maintained continuously on 
oral anticoagulants for a minimum of one year. The 
length of treatment varied from one to eight years, 
averaging three and a half years per patient. 

Patients with the following diagnoses were studied 
in this series: rheumatic heart disease with embolic 
episodes, recurrent thrombophlebitis with or without 
pulmonary emboli, and myocardial infarction. Also in- 
cluded were a miscellaneous group having thrombo- 
embolic complications. 

A prothrombim complex time between 20 and 35 
seconds (normal range of 13 to 16 seconds) was re- 
garded as a safe therapeutic level for patients on long- 
term therapy. An average of 25 seconds appeared ideal. 

There were 31 hemorrhagic complications in 85 pa- 
tients during 3,628 months of therapy. In the majority 
of cases, hemorrhage was not severe and it was neces- 
sary only to withhold the anticoagulant drug until the 
prothrombin complex time had returned to a safe level. 
In seven patients, hemorrhage occurred when the 
prothrombin complex time was within the therapeutic 
range. However, further investigation disclosed abnor- 
malities that could have been responsible for the bleed- 
ing. One patient died after a cerebral hemorrhage. 

In 85 patients observed in 3,673 patient-months 
without anticoagulants there were 290 thromboembolic 
episodes. During a period of 3,552 patient-months on 
anticoagulant therapy these same patients experienced 
only 32 episodes of thromboembolism. (Arch. Int. Med., 
95 :497, 1955.) 
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Idiopathic Cardiac Hypertrophy 


EtsTer and his associates, in a clinical and pathologi 

study, present ten cases of cardiac hypertrophy an: 
myocardial failure of unknown origin. The cases wer. 
selected by a review of post-mortem files, and all in- 
stances of enlargement of the heart were studied. Thos: 
cases in which congenital defects, hypertensive vascula: 
disease, valvular deformities, syphilis, arteriovenous 
shunt, coronary arteriosclerosis, anemia, kyphoscolio- 
sis, hyperthyroidism, allergic state, primary abnorma! 
rhythm, Von Gierke’s disease, amyloidosis or nonspeci- 
fic myocarditis could not be incriminated were then 
subjected to further clinical and pathologic examina- 
tion. Ten cases failed to show cause for cardiomegaly : 
these cases were subject of the report. 

The most constant features consisted of an enlarged 
heart accompanied by severe congestive heart failure. 
Six of the ten patients had sustained pulmonary infarc- 
tion and of these, four had obvious thrombophlebitis of 
the lower extremities. The clinical course was rapidly 
progressive and fatal. Laboratory data gave no clue to 
the etiologic diagnosis. 

At autopsy the hearts showed marked hypertrophy. 
In addition to hypertrophy, the myocardium presented 
degenerative changes and connective tissue prolifera- 
tion. There were numerous areas of focal interstitial and 
perivascular fibrosis, as well as zones of focal necrosis. 
The changes were found predominantly in the endo- 
cardium and subendocardium. Thrombi of the mural 
endocardium were found in seven instances. They 
showed varying degrees of organization and were situ- 
ated usually over zones of endocardial fibrosis. There 
were no significant abnormalities of the pericardium, 
coronary arteries, cardiac valves or aorta. Careful study 
enabled the authors to exclude all known etiologies. 

Although there was no satisfactory explanation for 
the initiation of the process, hypertrophy once estab- 
lished acts deleteriously of itself and contributes to re- 
current and progressive myofibrillar degeneration. This 
comes about because the enlarging muscle mass con- 
tributes to impairment of muscle nutrition. (Am. J. 
Med., 18:900, 1955.) 


Biopsies in Positive Vaginal Smears 


FENNELL AND GraHaM have reported the results of 
serial studies of the cervix in ten patients with positive 
vaginal smears. In each of these cases, smears con- 
tained cells that were believed to originate from a 
squamous cell carcinoma, but histologic evidence of 
cancer could not be obtained prior to hysterectomy. 
Removal of the uterus in each case was performed for 
various reasons such as prolapse, endometriosis and 
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fibroids. The uteri were fixed intact, and the cervices 
were “blocked” completely. In two of the ten cases, 
carcinoma in situ was found in the tissue sections. 
In eight, the diagnosis of carcinoma could not be 
onfirmed. This represented a false-positive error of 
4 per cent of all positive vaginal smears during a 
two-year period. 


c 
5 


The cause of the error could not be determined in 
all cases. In some instances, cells identical with those 
diagnosed as malignant in the vaginal smears could 
be found on the cervix or immediately adjacent to it. 
Since these were individual cells, however, their ma- 
lignant potential was unknown. The author did not 
believe that technical error accounted for the false- 
positives. It is possible that in preparing the vagina, 
the entire area of carcinoma in situ may have been 
detached from the underlying stroma. 

Whatever the cause of the discrepancy may have 
been, the authors stressed the need for histologic 
confirmation of malignancy in all cases in which a 
positive vaginal smear is obtained. 

If histologic evidence cannot be obtained, the pa- 
tient must be followed at regular intervals with smears 
and biopsies. Such studies are the only way to estab- 
lish the relationship of atypical epithelium to carci- 
noma in situ. (Cancer, 8:310, 1955.) 


Upper Gastrointestinal Hemorrhage 


In 92 PATIENTS having hepatic cirrhosis, the presenting 
complication was gross upper gastrointestinal hemor- 
rhage. By means of “judicious use of roentgenography 
and endoscopy,” Dagradi, Sanders and Stempien 
sought the reason for hemorrhage in each case. The 
results are shown in the diagram at the bottom of this 
page. 

These findings have obvious therapeutic implica- 
tions. In particular, they indicate the danger of assum- 
ing that varices are the source whenever a cirrhotic 


vomits blood. (Ann. Int. Med., 42:852, 1955.) 


SOURCES OF 


GROSS UPPER 


GASTROINTESTINAL 


HEMORRHAGE 
IN 92 CASES OF 
HEPATIC 


CIRRHOSIS 
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SOURCE UNDETERMINED 


Congenital Megaduodenum 


BaRNETT AND WALL reported a case of congenital mega- 
duodenum characterized, as in Hirschprung’s disease, 
by absence of a normal Auerbach plexus. The 30-year- 
old patient had had persistent vomiting and evidence 
of epigastric pain in infancy, and frequent gastrointes- 
tinal disturbances during adolescence. Finally she was 
hospitalized in adult life because of persistent epigas- 
tric pain which culminated in the vomiting of a large 
amount of blood. There were upper abdominal tender- 
ness and spasm and evidence of shock. Her hematocrit 
was 25 mm. After blood transfusion, an upper gastro- 
intestinal x-ray study disclosed great dilatation and 
thickening of the duodenum. Exploratory laparotomy 
confirmed the duodenal dilatation, but evidence of ob- 
struction was not found. A duodenojejunostomy was 
performed and the postoperative course was unevent- 
ful. Microscopically, abnormal sheath cells of a neural 
type were found in the areas usually occupied by the 
myenteric plexus. 

The authors found only six similar instances in the 
literature but stated that many cases misdiagnosed as 
superior mesenteric ileus probably have been of this 
type. The most common symptoms have been nausea, 
vomiting, epigastric pain and weight loss. Following 
radiologic diagnosis, they recommended surgical in- 
tervention with duodenojejunostomy. (Ann. Surg., 


141 :527, 1955.) 


Role of Simple Mastectomy 


ByrD AND Conerty reported their results in the treat- 
ment of a selected group of breast cancer patients by 
simple mastectomy. They emphasized that this proce- 
dure was employed only in those cases in which radical 
mastectomy was contraindicated because of advanced 
age, extensive progression of the tumor or a concurrent 
debilitating disease. The radical operation was per- 
formed in all instances in which the carcinoma was 


ESOPHAGEAL AND GASTRIC VARICES 


OTHER CAUSES: 

HEMORRHAGIC GASTRITIS, 
PEPTIC ULCER, HIATAL HERNIA, 
LEUKEMIA 
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thought to be within the confines of the block dissec- 
tion, regardless of the primary lesion or axillary me- 
tastases. 

Twenty of the 61 patients treated by simple mastec- 
tomy lived for five or more years, a five-year survival 
rate of 33 per cent. If the patients with distant metas- 
tases were eliminated, the five-year survival rate was 
increased to 38 per cent. If no clinically demonstrable 
axillary metastases were detected, it was increased to 
77 per cent. Most of the patients who lived five years 
or longer were older people. 

The results of simple mastectomy were poor in the 
patients having clinical evidence of axillary metastases. 
In spite of postoperative irradiation in many of these 
patients, none lived beyond five years. The 77 per cent 
five-year survival rate among patients without clinical 
evidence of metastasis, however, compared favorably 
with a similar group treated by radical mastectomy in 
which 76 per cent survived for the same period. 

Although the authors recommended radical mastec- 
tomy for patients in satisfactory physical condition 
whose tumors were theoretically curable, they stressed 
the value of simple mastectomy for palliation in the 
selected cases which they specified. (Ann. Surg., 141: 
477, 1955.) 


Acute Gastric Ulcer 


TAYLOR AND STRANGE reported eight cases of acute 
gastric ulcer and discussed the important features of 
this disease, Unlike chronic ulcers, these lesions pro- 
duced few symptoms and could not be visualized in 
upper gastrointestinal roentgenograms. The etiology 
was unknown. Their importance lay in the fact that 
they could produce severe hemorrhage or could per- 
forate without having caused any preceding symptoms. 

The authors expressed the opinion that there are 
many acute gastric ulcers that cause neither bleeding 
nor perforation and, therefore, remain unrecognized. 

Often the diagnosis of acute ulcer must be made by 
exclusion. Once diagnosed, the acute ulcer should be 
treated by early operation, since the potentialities are 
too dangerous for procrastination. (Surgery, 37:536, 
1955.) 


Serum Iron in Hepatic Injuries 


REISSMANN and his coworkers produced liver damage 
in dogs by various methods, and reported the results 
of such injury upon serum iron values. In carbon- 
tetrachloride-poisoned dogs, a good quantitative corre- 
lation was found between the elevated serum iron and 
the extent of hepatic cellular necrosis. The serum iron 
rose when hepatocellular necrosis became evident his- 
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tologically, and returned to pre-experimental values 
when the cellular disintegration had ceased and th« 
debris had been removed. Allyl formate was found t 
be an extremely vasotoxic agent which produced hepati« 
vascular lesions and hemorrhages. No serum iron 
changes occurred, however, in acute or chronic poison 
ing produced by its administration. Inoculation o! 
puppies, raised in isolation, with canine hepatitis virus 
produced viral hepatitis in some cases with elevation 
of the serum iron, but this elevation was not propor- 
tional to the extent of hepatocellular necrosis. Serum 
iron rises of short duration occurred erratically in ani- 
mals after ligation of the bile ducts, but partial hepatec- 
tomy had no effect upon the iron values. (Surgery, 
37 :738, 1955.) 


Inferior Vena Cava Ligation 


BOwERS AND LEB have reported their results in a series 
of 35 inferior vena cava ligations. The operation was 
done in cases of pulmonary embolism or for prophylaxis 
of embolism. The results suggested that vena cava liga- 
tion prevented fatal emboli and prevented extension of 
ascending phlebitis. These benefits were gained, how- 
ever, at the expense of certain undesirable sequelae, 
such as edema, ulceration, leg pain, weakness and occa- 
sional gangrene. The gangrene in one instance was due 
to technical error. In another it was caused by increas- 
ing edema and impaired venous return in a patient 
with severe thrombophlebitis. 

Approximately one-half of the patients were rehabili- 
tated and now enjoy normal or slightly below normal 
activities. Others had less satisfactory results, and three 
are now invalids. 

When there were symptoms of thrombophlebitis in 
only one leg before vena cava ligation, improvement 
was noted in the bad leg, but in all cases symptoms of 
thrombophlebitis rapidly appeared in the good leg. 
When there was bilateral disease preoperatively, there 
were fewer sequelae than in unilateral cases. 

Among the important features of postoperative care 
were anticoagulant therapy and elastic bandages. The 
authors stated that any increase in edema, ulceration, 
leg pain or weakness after ligation must be considered 
the result of the operation and not of the original dis- 
ease. (Surgery, 37 :622, 1955.) 


Carcinoma of the Gallbladder 


Frrcuett and associates have reported a series of 29 
cases of carcinoma of the gallbladder treated at the 
University of Virginia. These represented 4.4 per cent 
of all patients treated surgically for gallbladder disease 
during the six-year period of the study. Ninety per 
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cent of the cancer patients were women, and 72 per 
cent were between 60 and 70 years of age. 

The most frequent symptoms—right upper quad- 
rant pain, jaundice, nausea and vomiting—were pres- 
ent in over half of the patients, and were similar to 
those commonly found in other types of gallbladder 
disease. More than half of the patients gave a history 
of pain or jaundice or both for one year or longer be- 
fore the correct diagnosis was established. In almost 
‘all instances, physical examination revealed right 
upper quadrant tenderness. The liver was palpable 
in seven cases, and a mass thought to be the gall- 
bladder, in 12. The cholecystogram disclosed a non- 
functioning gallbladder in almost all instances in 
which that test was used. 

All patients were explored surgically, and gall 
stones were present in 62 per cent. In 13, cholecys- 
tectomy was accomplished, but in 16, only a biopsy 
was possible. Only one patient has survived for more 
than two years. 

The authors concluded that women in the cancer 
age group with symptomatic gall stones are much 
more prone to develop cancer of the gallbladder than 
the population at large. They advocated cholecystec- 
tomy in this group whenever a diagnosis of cholelithi- 
asis has been made. They suggested routine frozen- 
section examination of the gallbladder, with partial 
hepatectomy and lymphatic dissection in cases in 
which a diagnosis of cancer has been established. 


(Surgery, 37:726, 1955.) 


Esophageal Hiatal Hernia 


ON THE BASIS of surgical experience with 489 cases of 
esophageal hiatal diaphragmatic hernia, Harrington 
confirmed that this lesion commonly mimics other dis- 
eases. This was demonstrated by the fact that about 
three previous erroneous diagnoses had been made in 
each case before the correct diagnosis was established. 
The commonest erroneous diagnoses were gallbladder 
disease, peptic ulcer of stomach or duodenum, “thyper- 
acidity,” “secondary anemia” and heart disease 
(e.g., anginapectoris). Roentgenographic examination 
proved most important in establishing a correct diag- 
nosis. Still, esophagoscopic examination was indis- 
pensable for certain purposes, such as estimation of 
esophageal length and detection of complications. 

From a therapeutic viewpoint, Harrington divided 
hiatal hernias into three groups as shown in the accom- 
panying diagram, which indicates the approximate 
numbers of cases in each group. 

Medical treatment, as described by Harrington, is 
directed chiefly toreduction of intra-abdominal pressure 
(weight reduction, avoidance of tight abdominal gar- 
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ments, etc.). In 489 patients who underwent surgical 
treatment, phrenic nerve interruption was done only 
39 times. This was considered a purely palliative op- 
eration, used when surgical repair of the defect was in- 
advisable because of other serious disease or because of 
the poor general condition of the patient. In the other 
450 cases, the hernia was repaired. The operative mor- 
tality rate was 1.3 per cent. (Surg., Gynec. e Obst., 
100:277, 1955.) 


Colon Obstruction 


GREGG HAS RE-EVALUATED the indications for colon re- 
section in the presence of obstruction or perforation. 
He reported 16 cases in which resection was carried 
out in spite of these complications. Although formerly 
in all such cases colostomy had been required, he sug- 
gested three situations in which resection and anas- 
tomosis can be employed: (1) when there is regurgitant 
obstruction with an incompetent ileocecal valve; (2) 
when the entire obstructed segment can be removed; 
and (3) whenever, regardless of the types of obstruc- 
tion, the bowel returns to relatively normal size follow- 
ing aspiration by trochar. If the bowel wall has become 
devitalized to the point of imminent or actual perfora- 
tion, he indicated that resection of the entire devitalized 
segment may be safer than the establishment of a vent. 

The author recommended that colostomy be re- 
served for (1) late obstruction of the left colon, (2) 
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traumatic pertorations of the colon, and (3) late per- 
forations with abscesses and fistulas. When early per- 
foration has occurred in an inflammatory mass whose 
true origin is uncertain, whether it be carcinoma or 
inflammation, he recommended that resection be 
employed. 

Using these criteria, the author has safely employed 
resection and primary anastomosis in 16 cases of early 
perforation or obstruction. Among 25 patients sub- 
mitted to other procedures, there were six deaths. 
(Surgery, 37: 754, 1955.) 


Cardiac Tamponade 


‘THE MOST IMPORTANT single factor in the prompt diag- 
nosis of penetrating wounds of the heart is a high index 
of suspicion on the part of the physician, according to 
an article by Farringer and Carr. The importance of 
early recognition of penetrating wounds of the heart 
was emphasized by the author’s report of 30 patients. 
In 23 in whom a prompt diagnosis was made, only four 
died—a mortality rate of 17.3 per cent. In six cases the 
diagnosis was delayed, and five of these patients died— 
a mortality rate of 83 per cent. One patient died im- 
mediately. 

The authors described the classical signs of cardiac 
tamponade, including marked narrowing of the pulse 
pressure, dusky cyanosis, distant heart sounds, dis- 
tended neck veins, and a pulse rate less rapid than one 
would expect from the degree of shock. Of these, dis- 
tention of the neck veins was the most striking clinical 
sign. The most certain diagnostic sign was the quiet 
cardiac silhouette at fluoroscopy. Cases which they re- 
ported were at both extremes of the scale. Some arrived 
at the hospital without detectable blood pressure, com- 
pletely unresponsive and covered with cold sweat. 
Their neck veins were moderately or greatly distended. 
Others who had sustained a wound of the myocardium 
from an ice pick or a narrow-bladed knife presented 
a less striking picture. Some showed only a shock-like 
blood pressure which did not respond to blood or 
plasma administration, and a pulse rate that was not 
as rapid as would be expected from the degree of blood 
pressure fall. Many appeared to have more pain and 
were more confused than the external injury seemed 
to justify. 

Some patients were treated by pericardial aspiration 
alone, others by operation, with or without preliminary 
aspiration. The method of treatment had no effect upon 
mortality rates. The authors stated that open thora- 
cotomy should be reserved for those who manifest a 
continuing tendency to relapse, with a falling blood 
pressure and other evidence of recurring intrapericar- 
dial bleeding. Even those who required cardiorrhaphy 
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seemed to have a better chance of survival if the blood 
pressure had at least temporarily been restored to a 
normal level by pericardial aspiration and intravenous 
fluid before the beginning of surgery. (Ann. Surg., 141: 
437, 1955.) 


Severely Injured Casualties 


Artz and his coworkers studied a group of 138 severely 
wounded Korean casualties and made several conclu- 
sions regarding the prognosis of various types of in- 
juries. It was found that the number of pints of blood 
required to resuscitate soldiers and make them suitable 
for surgery was a more valuable prognostic sign than 
the presence of hypotension itself. Casualties requiring 
15 or more pints of blood for resuscitation had a case 
fatality of 44 per cent. 

The type of wound was also important in prognosis. 
Patients suffering a simple, rapid, severe hemorrhage 
from an arterial defect could be resuscitated easily after 
the hemorrhage was arrested. On the other hand, those 
with multiple extensive wounds and hemorrhage from 
all areas were much more difficult to resuscitate. There 
was a continuing loss of blood from all destroyed tissue 
until operative correction was possible. More blood 
and more extensive surgery were required than in pa- 
tients admitted because of hemorrhage from single arte- 
rial defects. 

Abdominal injuries carried a much higher mortality 
rate than injuries of the extremities. In abdominal 
wounds, the fatality rate was 64 per cent among those 
who had only abdominal injury and an unobtainable 
blood pressure on admission. Similar injuries of the 
extremities had a mortality rate of only 12 per cent. 

Although it was found desirable to restore the blood 
volume prior to operation, in some instances, particu- 
larly in abdominal injuries, an emergency procedure 
was necessary to control bleeding. 

Of the patients admitted with a systolic blood pres- 
sure of 90 mm. of mercury or less and requiring an 
average of 15 pints of blood, the case fatality rate was 
21 per cent. Twenty-one per cent of casualties who re- 
quired 15 or more pints of blood developed severe oli- 
guria postoperatively. The inability to maintain an 
adequate circulating blood volume was the cause of 
half the deaths. This was due to uncontrolled oozing, 
uncontrolled hemorrhage and postoperative shock. 
(Ann. Surg., 141:285, 1955.) 


Papillomatosis of Nipple Ducts 


JONES HAS REPORTED five cases of benign florid papillo- 
matosis of the nipple. This condition was indistinguish- 
able from Paget’s disease clinically, but pathologically 
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was easily differentiated from it. The nipples became 
sore, erythematous, somewhat enlarged and indurated. 
Ulceration of the skin was present in four, and nipple 
discharge was common. 

The microscopic picture resembled that of low-grade 
papillary carcinoma. Large lactiferous ducts in some 
cases were plugged with tumor cells. The characteristic 
which was ‘most helpful in distinguishing these lesions 
from carcinoma was the heterogeneity of cell type. 
Columnar and polygonal cells were present with vari- 
ous patterns in different microscopic fields. Papillary 
carcinomas are usually characterized by homogeneity 
of cell type and pattern. 

The author felt that the lesion he described was a 
clear-cut benign clinical entity which must be differen- 
tiated from Paget’s disease. Local excision of the lesion 
was recommended. (Cancer, 8:315, 1955.) 


Survey Detection of Lung Cancer 


In a Los AnceLEs County minifilm mass survey for 
chest lesions, results seemed unusually good for detec- 
tion of bronchogenic carcinoma. Guiss estimated that, 
under the conditions of that survey, the diagnosis of 
early bronchogenic carcinoma would be “‘missed” in 
less than 10 per cent of persons having the disease. 

Of the nearly 2,000,000 persons surveyed, 3,500 were 
thought possibly to have a chest tumor. With further 
study, a diagnosis of chest neoplasm was confirmed in 
339 persons. Further data on this latter group are shown 
in the accompanying diagram. 


Of the 70 patients in whom surgical resection of a 
bronchogenic cancer was done in the expectation of 
cure, 24 were alive and without evidence of cancer three 
years later. Guiss noted that this three-year “cure rate” 
of 35.8 per cent was much higher than the cure rates 
similarly calculated in other reported series. He ex- 
plained the better result on the basis that the group con- 
tained a high percentage of early asymptomatic cases. 


(California Med., 82:385, 1955.) 


Hypothermia 


SwAN in a recent article has defined hypothermia for 
surgical purposes as a body temperature range of 20 to 
37 degrees centigrade. Certain changes occur in the 
physiology of the hypothermic individual, including 
progressive diminution in oxygen need, bradycardia 
and lowered arterial blood pressure. Hypothermia is 
used to improve a pre-existing state of hypoxia, to 
enable toleration of local or general ischemia, or to 
decrease the work load of the heart. 

The most important risk in the use of hypothermia 
lies in serious disturbances of cardiac rhythm. The most 
lethak of these is ventricular fibrillation, which occurs 
more readily in the cold state. That influence on the 
fibrillation threshold is enhanced by surgical occlusion 
of the circulation causing asphyxia of the myocardium. 
Thus, for operations in which circulatory occlusion will 
occur, the risk of fibrillation is a function both of the 
temperature and of the occlusion time. 

The author subjected 72 patients to operation under 
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hypothermia. In 45, the circulation was occluded dur- 
ing open direct vision operations within the heart. 
Eleven of these patients developed ventricular fibrilla- 
tion. All but two were restored successfully to a normal, 
adequate cardiac beat at the end of the operation. 

Another risk of hypothermia is postoperative hemor- 
rhage. Since bleeding is decreased during the period of 
hypotension that accompanies hypothermia, hemor- 
rhage from unligated small vessels may begin with re- 
turn of the blood pressure to normal as warming occurs. 
The author recommended warming the patient on the 
operating table with diathermy before the incision is 
closed in order to avoid this complication. 

Although hypothermia has certain inherent risks, 
the author stated that when thoughtfully applied it can 
serve (1) to allow direct vision in a bloodless field where 
it is not otherwise safely available, and (2) to lower the 
risk of certain operative procedures, under specific con- 
ditions, in poor-risk patients. (Soc. Internat. Chirurg. 
Bull., 14:64, 1955.) 


Diagnosis of Tricuspid Insufficiency 


In a Group of 146 patients having chronic rheumatic 
heart disease and advanced mitral valvular involvement 
(stenosis), Sepulveda and Lukas found 60 cases (41.6 
per cent) in which right atrial pressure tracings indi- 
cated the presence of tricuspid insufficiency. Yet a clin- 
ical diagnosis of the latter valvular disorder had been 
made in only 14 patients. All had two or more of the 
following signs : systolic pulsations of the veins and liver, 
ascites and a murmur of tricuspid insufficiency. The 
diagnosis of tricuspid insufficiency was not made in the 
other 46 cases because these ‘‘classical” signs were lack- 
ing. The authors therefore attempted to find other signs 
that might distinguish this seemingly elusive diagnosis. 
This they did by comparing the clinical records of all 
the patients having tricuspid insufficiency with the 
records of all the other patients. 

It was found that, in addition to the “classical”’ signs 
previously mentioned, tricuspid insufficiency is charac- 
terized by the following: 

1. Chronic auricular fibrillation 

2. Hepatomegaly that persists in spite of absence of 

peripheral edema or attainment of ‘dry weight” 

3. History of right-sided heart failure 

4. Right atrial enlargement 
(Circulation, 11:531, 1955.) 


Open Cardiac Surgery 


IN A PRELIMINARY REPORT, Kirklin and associates de- 
scribe their experience with eight cases of congenital 
cardiac disease in which a mechanical pump-oxygena- 
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tor system was used. All patients were children having 
lesions not amenable to surgical treatment except 
under direct visualization allowed by open cardiotomy. 
The patients had symptoms of such severity that prog. 
nosis was considered poor without surgery. 

Operation was carried out under ether and oxygen 
anesthesia. Cannulas placed within the venae cavae di- 
verted the patient’s blood into the pump-oxygenator 
system. The oxygenated blood was returned to the pa- 
tient by way of a cannula inserted into either the left 
subclavian or the innominate artery. Blood flow was 
kept going smoothly throughout operations in which 
the heart was open for 20 minutes or longer (longest 
open cardiotomy, 73 minutes). 

Four patients survived operation and are well. One 
patient died during operation, apparently because of 
incomplete replacement of blood lost during the period 
of cardiotomy. Three patients died after leaving the op- 
erating room, and it was quite clear that these deaths 
were not attributable to the perfusion procedure. (Proc. 


Staff Meet., Mayo Clin., 30:201, 1955.) 


ACTH in Heart Failure 


Since 1952, Camara and Schemm have cautiously tried 
ACTH therapy in a group of edematous cardiac pa- 
tients who had not responded to digitalization and di- 
uretics. The patients were in three general categories: 
(1) those with truly resistant edema in whom diuretic 
measures had evoked no results, and in whom electro- 
lyte disturbances had developed with the usual meth- 
ods of treatment; (2) those with left ventricular failure 
in whom there was severe pulmonary congestion and in- 
capacitating paroxysms of dyspnea; (3) those with severe 
associated intrinsic bronchopulmonary disease (asth- 
ma, bronchiectasis, emphysema). 

In all, 21 patients were treated, and 17 responded 
favorably to ACTH. All patients were receiving digitalis 
and a basic diuretic regimen. ACTH was administered 
intramuscularly in doses of 10 to 25 mg. every six hours 
for 10 to 12 days. Favorable reponses took several forms, 
as follows: 

1. Spontaneous diuresis, during ACTH therapy. 

2. Spontaneous diuresis, after ACTH therapy. 

3. Altered (enhanced) response to mercurial diuretics 

either during, or after ACTH therapy. 

This report is surprising in view of previous opinions 
that ACTH is contraindicated in congestive heart fail- 
ure. The authors did not have a full explanation for the 
beneficial results they observed, but they urged further 
investigation of the procedure. Until that has been ac- 
complished, the method certainly should be used only 
with greatest circumspection. (Circulation, 11:702. 
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Quack Remedies 


(American Rheumatism Association, Atlantic City, June 
2.) ARTHRITIS HAS inspired more “quack remedies” 
than any other ailment. Physicians are partly respon- 
sible, by telling patients they must learn to live with 
their disease and thus unintentionally encouraging 
them to adopt the quack’s advice, and by constantly 
switching treatment methods and thus confusing the 
patients.—Dr. W. Paut Hotsrook, Tucson, Ariz. 


Bruise Therapy 


(National Athletic Trainers’ Association, Bloomington, 
Ind., June 20.) From EXPERIENCE with athletes at 
Madison Square Garden, hesperidin plus vitamin C 
and intramuscular trypsin appear to reduce sharply 
both incidence and duration of bruises from contact 
sports. Hesperidin and ascorbic acid administered be- 
forehand strengthen cayillaries to reduce risk of bruis- 
es. Trypsin administered in the buttock immediately 
after injury has made black eyes and bruises subside 
in boxers in one to three days rather than the normal 
10 to 14 days. Trypsin has little effect once discolora- 
tion has set in. Among 124 athletes, results in 85 were 
excellent from the vitamin-enzyme treatments, good in 
36 others. In the other three, there was no response, 
the blows having ruptured veins.—Dr. A. Lee Licut- 
MAN, Polyclinic Hospital, Manhattan, N.Y. 


Antituberculosis Drug 


(National Association for the Prevention of Tuberculosis, 
London, Eng., June 23.) PRELIMINARY trials on a small 
number of human patients with a new antituberculosis 
drug are encouraging. The drug, hinconstarch, is 
made by combining starch with thiosemicarbazone and 
isoniazid. Tubercle bacilli disappeared from the spu- 
tum of nine patients, aged 13 to 40, treated for three 
months or more. In test tube and animal experiments, 
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the drug did not show evidence of permitting growth 
of resistant strains of germs.—Dr. Vincent Barry, 
Micuart Conatty, PH.D., and Dr. Brenpan O'BRIEN, 
Dublin. 


Physicians’ Peril 


(North Carolina Board of Medicai Examiners, Raleigh, 
N.C., June 23.) Druc appIcTion appears to be an 
occupational hazard of physicians, with 2 to 5 per 
cent of young physicians becoming addicts. The young 
physician requiring pain relief should put himself in 
the hands of another physician, and not simply take 
the first dose of a narcotic himself.—Dr. Amos JonNn- 
son, President of the Medical Board. 


Atomic Hazard 


(American Society of Clinical Pathologists, July 7.) In- 
CREASED USE of radioactive materials for diagnosis and 
treatment of human disease poses risks for pathologists, 
particularly if attending physicians do not apprise 
them of treatments given the patient. Pathologists for 
their own safety will have to take precautions similar 
to those by other scientists handling “hot” materials. 
These would include wearing heavy rubber gloves of 
double thickness with gauntlet tops during autopsy, a 
plastic apron, plastic shoe covers, and special glasses, 
and services of a radiation safety officer to prescribe 
safe working times.—Drs. Ervin Kaptan and THEO- 
pore Fretps, Radioisotope Unit, Veterans Administration 
Hospital, Hines, Il. 


TB Controls 


(U.S. National Citizens Committee for the World Health 
Organization, New York, June 3.) CHEmoTHERaPy for 
tuberculosis should be started immediately after the 
diagnosis of active lesions is established. The decision 
to give chemotherapy is more important than deciding 





whether to administer treatment at the hospital, or at 
home.—Dr. Cart Muscuennem, Cornell University 
Medical Colleg:. 


Cholesterolemia 


(First International Symposium On the Reticuloendo- 
thelial System, Gif-Sur-Yvette, France, July 6.) Wrru- 
IN 20 years, it seems conservative to predict that 
“heart disease before age 70 will be very infrequent.” 
Basis for optimism is new knowledge concerning 
atherosclerosis. Experimental work indicates choles- 
terol in fatty foods is carried into the blood stream as 
a milky fluid called chyle, floating on tiny balls of fat, 
chylomicra, which ordinarily soon dissolve in the blood 
or are removed by liver reticuloendothelial cells. Over- 
ingestion of fatty foods, disease, or other factors may 
prevent this digestion of chylomicra, leading to their 
deposition within arteries.—Dr. Sanrorp O. Byers, 
Harold Brunn Institute of Mt. Zion Hospital, San Fran- 
cisco. 


Bacterial Contamination During Surgery 


(American Proctologic Society, New York, June 1.) 
NEWER ANTIBIOTICS have reduced operative infection 
and expanded the scope of alimentary tract surgery, 
but reliance on a single antibiotic is not sufficient. In 
areas contaminated by bacteria during the operative 
procedure, “the local application of a mixture of anti- 
biotics most likely to cover the field is of more impor- 
tance than the administration of one or more anti- 
biotics. Cultures taken at the time of operation, tested 
against the available antibiotics, will indicate within 
24 hours whether the right antibiotics have been 
chosen, or whether a change should be made in the 
antibiotic treatment.” —Dr. Frank L. Meteny, College 
of Physicians and Surgeons, Columbia University. 


Perinatal Salvage 


(New York Academy of Medicine, June 6.) AMONG 955 
perinatal deaths investigated in New York City in 
1950, one-third must be considered to have been pre- 
ventable. For all deaths studied, the responsibility fac- 
tors most frequently present were: unavoidable dis- 
aster, 55 per cent; errors in medical judgment, 31 per 
cent; unsatisfactory pediatric care, 27 per cent; errors 
in medical technique, 24 per cent; faulty prenatal care, 
22 per cent. In some cases, several factors may have 
been coexistent, hence the percentiles do not add up 
to 100. More preventable deaths occurred among in- 
fants of young mothers (those under 30), particularly 
those with no previous children, than among infants 
of older mothers. Toxemias of pregnancy occurred in 





the mothers of 16 per cent of the infants, and about 
half of that group could have been saved. Many of the 
toxemic women had had little or no prenatal care, were 
not in good condition when first seen by any physician. 
Forty per cent of deaths associated with cesarean op- 
erations could have been prevented by wiser use of the 
procedure.—New York Academy's Report on PERINATAL 
Mortatiry In New York Crrvy, published for The Com- 
monwealth Fund by Harvard University Press. 


Brucellosis Hazard 


(National Institute of Health Meeting of Pathologists, 
Bethesda, Md.) ‘Tuere ts evidence that heart involve- 
ment similar to that caused by rheumatic fever can be 
an important sequel of brucellosis. Practically all the 
clinical symptoms of rheumatic fever occur in brucel- 
losis. ‘If these observations on the effect of brucellosis 
are confirmed, a new and promising approach to the 
prevention and treatment of valvular heart disease will 
open up.”—Dr. Tuomas M. Prsry, Professor of Pathol- 
ogy, George Washington University. 


Smoking Habits 


(National Cancer Institute, Public Health Service, Bethes- 
da, Md., June 22.) A POPULATION sampling by the 
U.S. Bureau of Census indicates 1% million Americans 
have quit smoking cigarettes within the last 18 months, 
as did 600,000 others between the fall of 1952 and the 
fall of 1953. Whether they resumed again was not de- 
termined. Some 25 million males and 13 million fe- 
males continue to smoke cigarettes. The majority of 
male smokers consume 10 to 20 cigarettes daily. 


Travel Tips 


(First International Symposium on Health and Travel, 
New York, June 23.) E1cuty per cent of children at 
some time may develop motion sickness. For preven- 
tion, prescribe an anti-motion sickness drug before the 
trip. Advise a careful pre-trip diet. The infant should 
have evaporated or dried milk formula and customary 
precooked or canned cereal, fruits, vegetables and fruit 
juices. Older children should be offered a diet high in 
alkaline-forming food, carbohydrate and salt, but low 
in fat and fluid. Prepared salads, stale sandwiches, 
cold eggs, meat and fish, mayonnaise, milk puddings, 
and pastries with moist fillings should be avoided.— 
Dr. I. Newron Kucetmass, New York. 

Pressurized airplane cabins usually make unfounded 
the fear of plane travel by persons with heart ailments. 
There is an axiom that he whose heart will let him 
walk comfortable can fly.”—Dr. Watrer C, ALVAREZ, 
Chicago. 




















Plastic Spray Dressing 


Q. I notwe surgeons have been using a plastic spray 
dressing for surgiwal wounds. How does this work, 
and how much infection occurs under this plastic 
material ? 


A. This material, which has a volatile organic base, 
is applied by spraying lightly in two or three coats 
over clean wound surfaces. It is sterile when applied 
and leaves a firm, elastic film over the skin and wound. 
It can be applied safely over clean wounds which are 
a few days old and obviates the necessity for bulky 
gauze and adhesive. It should not be applied over in- 
fected wounds, particularly those which may contain 
anaerobes. It should not come in contact with the eyes 
or mucous membranes, and excessive inhalation as a 
vapor during application should be avoided. 


Vagotomy for Peptic Ulcer 


Q. What is the standing of vagotomy in peptic ulcer 
therapy today ? 


A. The most clearly defined indication for vagotomy 
is gastroduodenal ulceration after a subtotal resection 
for a duodenal ulcer. The results'are better and the 
risk is much less than that of another resection. 
Transthoracic vagotomy, as originally advocated, is 
now rarely employed. Subdiaphragmatic vagotomy 
together with gastroenterostomy or subtotal resection 
for duodenal ulcer is still advocated by Dragstedt and 
his followers. It also is favored by other surgeons when 
the gastric acidity is high and the risk of resection is 
great. Otherwise most surgeons, like Waltman Walters 
of the Mayo Clinic, claim better results from subtotal 
gastric resection. For gastric ulcer, vagotomy, with or 
without gastric surgery, is not justified because of 
possibility of the lesion’s being or becoming malignant. 


GP September 1955 


Readers are encouraged to submit inquiries to GP. 
These will be answered by authorities 
in the appropriate fields of therapy and diagnosis. 


Information Please 


Significance of Koilonychia 


Q. Can you suggest any satisfactory treatment for 
koilonychia, in a 12-year-old white male, who is ap- 
parently well developed, has a normal blood count 
and is apparently normal in other respects except 
for a minus-30 BMR? Only about half of the 
nails of the hands are affected at the present time. 
The involvement was first noted about three months 


ago. 


A. Treatment of koilonychia presupposes the recog- 


nition of some specific disorder of which ‘ 


‘spooning” 
is a sign. It may be seen in the Plummer-Vinson syn- 
drome (anemia, glossitis and dysphagia) or in asso- 
ciation with deficiency anemias—presumably ruled out 
in this case by the normal blood count. Spooned nails 
may also be familial, rarely occur in glass workers, or 
may be associated with acanthosis nigricans, exposure 
to benzene, acromegaly, and at times, myxedema. It is 
questionable whether the association with myxedema 
occurs in the absence of anemia, but in view of your 
patient’s BMR, this possibility should be explored. 

If there is no historic, physical or laboratory evi- 
dence for any of the above disorders, it would be pru- 
dent to withhold treatment in favor of simple observa- 
tion of the patient. 


Habitual Abortion 


Q. What is the most commonly accepted treatment for 
habitual abortion ? 


A. If three or more consecutive abortions have occur- 
red, possible endocrine gland or genital tract abnor- 
malities should be detected and corrected prior to 
another conception. Protein-bound iodine levels or 
radioactive iodine uptake levels may reveal thyroid 
gland hypofunction in the patient or in her husband. A 
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careful pelvic examination under anesthesia, plus 
curettage after ovulation, may reveal genital tract ab- 
normalities or defective ovarian function. Uterosal- 
pingography may confirm findings of congenital de- 
fects of the uterus. 

When the next pregnancy occurs, a well-balanced 
diet with vitamin supplements plus frequent rest 
periods are advisable. Intercourse should be restricted. 
There is no conclusive evidence that endocrine therapy 
is necessary, but if desired, a schedule of daily stilbes- 
trol in increasing weekly doses of 5 mg. until a daily 
dose of 150 mg. is reached, plus 10 mg. of progesterone 
daily, is suggested. 


Calcium During Pregnancy 


Q. What is the best form of calcium to give prenatally, 
and why? 


A. Within reasonable limits and in patients who have 
no leg cramps, milk or milk products provide the best 
source of calcium for the prenatal patient. As a dietary 
supplement, phosphorus-free calcium salts, such as 
calcium lactate or gluconate, are better than dicalcium 
phosphate. Increasing the phosphorus intake predis- 
poses to spasm of muscles. 


Hyperthyroidism During Pregnancy 


Q. In a 26-year-old woman who is now three-months 
pregnant, a diagnosis of mild Grave's disease had 
been made. There were a small diffusely enlarged 
thyroid and a BMR of plus 30 and characteristic 
clinical symptoms without exophthalmos. 

In a very short time she had made a marked clin- 
wal improvement with ten drops of Lugol’s solution 
daily and sedation with phenobarlital. 

In the event that subsequent observation and course 
establish conclusively the presence of Grave's disease, 
and in the event that medical treatment is elected, 
what is the correct advice to give about subsequent 
pregnancies; that is, whether or not subsequent preg- 
nancies should be allowed ? 


A. If the hyperthyroidism is to be treated medically 
during the pregnancy, it would be proper to add an 
antithyroid agent such as propylthiouracil in dosage 
of 100 mg. every eight hours to the Lugol’s solution. 
It would be important to adjust the dose so that the 
patient is not overtreated and does not become hypo- 
thyroid. If continued nonsurgical treatment is elected, 
then it would be wise to continue the medical treat- 
ment for a total of about a year at the end of which time 
the patient has about a 50 per cent chance of having a 
prolonged remission off treatment. There is no reason 
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why the patient should not have additional pregnancies 
if she remains in remission after cessation of medical 


therapy. 


Environment for Newborn 


Q. Please advise me if it is safe to use an electric pad in 
the bassinette to supply heat to a newborn baby. Ther: 
is a pillow in the bassinette, which is. covered with 
plastic. What is the ideal temperature of the environ- 
ment for a newborn premature baby, and a newborn 
term baby ? 

A. 1. I would not advise an electric pad in contact, or 

near, the body of an infant, even though electric pads 

are now made very safe. The possibility that sometime 

a pad would deteriorate and become unsafe is such that 

I think a rule in pediatric practice is to eliminate them, 

andthe rule should be followed consistently. 

2. It is not stated what sort of pillow is in the bassi- 
nette. Usually we do not recommend pillows for in- 
fants unless a very small, but firm little mattress pillow. 

3. No single ideal temperature or humidity can be 
set for a premature or a full-term baby. In general, the 
younger the premature baby, the higher the humidity 
and temperature, as determined many years ago by 
Blackfan. No statistical study has been done since. A 
good average condition for a 24% -pound premature baby 
would be 55 per cent to 60 per cent humidity, and 80° 
temperature. A full-term newborn baby needs only a 
normal temperature of 72° to 75° with humidity of 30 
or 40. There are no data indicating that these standards 
must be followed with great precision. 


Waterhouse-Friederichsen Syndrome 


Q. Is it true that diphtheria toxoid has been effective in 
preventing adrenal hemorrhage? If so, why has it 
not been used in prevention of Waterhouse-Friede- 
richsen syndrome ? 


A. The answer to the first question is “‘yes.”” One of 
the effects of diphtheria toxin on experimental animals 
is the production of adrenal hemorrhage. This may be 
prevented either by passively immunizing the animal 
with antitoxin or as the result of active immunization 
by the use of toxoid. The antitoxin production result- 
ing from the latter serves to neutralize toxin when it is 
introduced and thus adrenal hemorrhage is prevented. 

The toxoid, itself, has no beneficial role in prevent- 
ing adrenal hemorrhage. From this, it would follow 
that the answer to the second question is “no.” The 
only satisfactory method for preventing the Water- 
house-Friederichsen syndrome is to treat the precipi- 
tating infection (usually caused by meningococci) 
early enough to prevent adrenal complications. 
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The Pyramidal Tract. By Arthur M. Lassek, M.D. Pp. 133. Price, 
$4.75. Charles C Thomas, Springfield, Ill., 1954. 


THIS BOOK is a monograph in the Bannerstone division of 
American Lectures in Anatomy. Its purpose is to collect 
and correlate the known facts on the pyramidal bundle in 
an attempt to ascertain its true status in medicine. It is an 
excellent compendium of all important contributions to 
the knowledge of the pyramidal tract to date. There are 
two very fine outlines of investigations and experiments on 
the pyramidal tract in man and in subhuman mammals. 
There is also a complete bibliography of all the outstanding 
publications on the pyramidal tract, going as far back as 
460 B.c. 

At the end of the book the author lists 18 conclusions. 
Several of the more interesting ones are quoted: 

“The pyramidal tract is a recent phylogenetic addition 
to the central nervous system; it is present only in mam- 
mals.” 

“Its most constant feature is an identical brain-stem 
course for all mammals.” 

“It becomes progressively larger as we go up the scale 
and is best developed in man.” 

“The predominating type of fibre is of small calibre and 
slow conductivity.” 

“The larger fibres in the pyramidal tract are more sensi- 
tive to trauma, conduct at higher velocities and innervate 
distal muscles. The smaller fibres may have the opposite 
function, more resistance to lesions, slow conductivity and 
innervate proximal muscles.” 

“The anatomical differences in the various species can- 
not be correlated with the physiologic view that the pyra- 
midal tract is concerned with skilled movements.” 

“The exact cells of origin for all pyramidal fibres is not 
known.” 

“Little is known regarding the initiating and directing 
of pyramidal tract impulses, but the afferent system has 
been implicated.” 

“The classical pyramidal tract syndrome (upper motor 
neuron paralysis) can be produced without any signs of 
degeneration in the pyramidal tract. The majority of para- 
lytic cases studied pathologically showed no fibre loss in 
the tract. To harmonize with traditional views it must be 
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assumed that pyramidal impulses may be inhibited by 
lesions.” 

**Humans with complete destruction of their pyramidal 
tracts may show mild paretic symptoms.” 

**The Babinski sign has a capricious mechanism and can 
be elicited under manifold situations where there is no 
degeneration of pyramidal fibres.” 

‘Experimental and clinical evidence suggests that the 
pyramidal tract consists of internuncial neurons connect- 
ing cortical and lower motor neuron cells and that it does 
not function as a self-sufficient unit.” 

The book contains authoritative information on the 
origin, anatomy and physiology of the pyramidal tract. 
For the general practitioner who is specially interested in 
neurology this monograph should be a valuable library 
addition. —Aaron H. Hor.anp, M.D. 


Hyperostosis Cranii. By Sherwood Moore, M.D. Pp. 226. Price, 
$10.50. Charles C Thomas, Spring field, Ill., 1955. 


Hyperostosis Cranii is a well-written monograph about a 
clinical syndrome characterized by hyperostosis of the 
vault of the skull, obesity, the male type of hirsutism in 
women and usually accompanied by headache, muscular 
weakness and an apathetic facial expression. This condition 
has also been referred to as Stewart-Morel syndrome, meta- 
bolic craniopathy, Morgagni’s syndrome and Stewart- 
Morel-Moore syndrome. The author reviews the literature 
on this subject and then presents the results of his own 
studies, arguing that it is a clinical syndrome of significance. 

The author’s investigations have extended over many 
years during which he recorded the measurements of 1,478 
skulls from the Terry anatomical collection, reviewed 
20,000 radiographs of skulls and coordinated these sur- 
veys with the clinical examinations on 522 patients with 
hyperostosis cranii. From all of these studies he develops 
a convincing case. He points out that the denial of this 
symptom complex arises because often one or more features 
may be lacking and the x-ray demonstration of hyperostosis 
in the skull is not entirely essential for the diagnosis. Also 
the rate, degree and intensity of development of the syn- 
drome varies in individuals, and at times the progression 
of the condition may be arrested with complete freedom 
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from objective symptoms. Absolute establishment of this 
syndrome is handicapped by our present lack of objective 
chemical, physiologic and endocrine tests because hyperos- 
tosis cranii is never fatal, life is not shortened and there 
are no characteristic pathologic findings at autopsy. 

After reading the monograph, one feels that the disorder 
exists, that it is not difficult to diagnose; that the etiology 
lies in some unknown phase in the female reproductive 
function ; that the treatment is symptomatic and the prog- 
nosis must be guarded in any individual case. 

The monograph is excellently illustrated with photo- 
graphs of skulls with hyperostoses and many radiographs 
illustrating the different types of hyperostosis cranii. These, 
together with many graphs and charts, make for quick and 
interesting reading. It was written for radiologists, neuro- 
psychiatrists, neurosurgeons, endocrinologists, anato- 
mists, paleopathologists and those interested in the prob- 
lems of obesity, headaches and neuropsychiatric disorders 
in women, all of whom will profit from reading this mono- 
graph, —WenbeEL G. Scorr, M.D. 


Manual of Hand Injuries. By H. Minor Nichols, M.D. Pp. 352. 
Price, $9.50. The Year Book Publishers, Inc., Chicago, 1955. 


IN THIS CONCISE VOLUME, injuries and infections of the hand, 
chiefly acute conditions, are given thorough consideration. 
The earlier portions of the book present a review of the 
anatomy and consideration of the general principles of 
management of hand injuries and infections, including 
first-aid, preoperative and postoperative care, and funda- 
mentals of surgical technique. There follows discussion of 
relatively minor and major injuries and infections, their 
diagnosis and indicated management. Sections on skin 
grafting, fractures and dislocations, and reconstructive 
procedures are presented, giving completeness to the work, 
although these portions may be of somewhat less value to 
the general practitioner, or to the surgeon who encounters 
hand injuries infrequently. 

The method of presentation is good, and the book is 
well illustrated. The use of color, particularly in the ana- 
tomic illustrations would enhance the value of the book. 
The text is well written, with possibly too much detail in 
some areas, perhaps those with which the author is more 
intimately familiar. 

This manual should prove useful to general practi- 
tioners and to surgeons who encounter acute disorders of 
the hand, and would be a useful adjunct to a hospital 
library and/or emergency room as a reference work for 
house staff members. —Howarp S. MapicAan, M.D. 


The Clinical Physiology of the Lungs. By Cecil K. Drinker, M.D. 
Pp. 84. Price, $5.50. Charles C Thomas, Spring field, Ill., 1954. 


l'HIS MONOGRAPH is an amplification of a series of lectures. 
It considers the basic structural components of the lungs, 
their accomplishment of the constant adaptations occurring 
during breathing. Thus the chapter headings quite natur- 
ally include the pulmonary artery and arterioles, the pul- 
monary veins and capillaries, the bronchi and bronchioles, 
nerves of the lungs and finally the lymphatics of the lungs 
and pleura. 
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The opening chapter is concerned mainly with the regu- 
lation of blood flow and emphasizes the factors in the lung 
themselves which passively adapt these organs to alterations 
in blood flow induced by systemic needs. 

The discussion of pulmonary edema and the removal of 
exudates and transudates from the lungs is especially 
noteworthy. The change in length and diameter of the 
bronchial tree, especially in relation to asthma, is presented 
clearly. There is an interesting discussion of the role of the 
lymphatics in the pneumonoconioses. 

Although packed with clinical physiologic data, the 
author’s informal style makes this short monograph pleas- 
ant, yet informative reading. —Sor Katz, M.D. 


Leg Ulcers. By S. T. Anning, M.D., Pp. 178. Price, $4.00. Little, 
Brown and Company, Boston, 1955. 


Leg Ulcers deals primarily with ulceration associated with 
failure of the leg circulatory mechanism, which the author 
chooses to call “the leg muscle pump.” Although the 
author mentions other causes of leg ulcer (syphilis, ulcer- 
ative colitis, perniosis, erythema induratum, leukemia, 
fractures, burns, carcinoma and hypertension), this book 
deals basically with venous thrombosis and valvular in- 
competence which are the two chief causes of failure of 
the leg muscle pump. 

Dr. Anning presents an excellent historical background, 
leading up to our present-day concepts of leg ulcer diag- 
nosis and treatment. He reflects serious doubt as to the 
value of such surgical procedures as vein injection, vein 
ligation and stripping. The time-tested and valuable pro- 
cedures of medical management (Bisgaard’s massage, local 
medication and proper compression bandage techniques) 
are described in vivid detail. 

The book is easy to read and is well illustrated. 

Any general practitioner who treats varicose ulcers 
should certainly apprise himself of this excellent historical 
and scientific treatise. —ARTHUR CLATEMAN, M.D. 


Textbook of Pediatrics. 6th ed. Edited by Waldo E. Nelson, M.D. 
Pp. 1,581. Price, $15.00. W. B. Saunders Co., Philadelphia, 
1954. 


THIS TEXTBOOK of pediatrics is a continuation of the Grif- 
fith, Griffith-Mitchell and Mitchell-Nelson series. It is a 
complete single volume of 1,581 pages, including contri- 
butions from 72 different authors. The book was written 
primarily for the student of pediatrics and the general 
practitioner, although it would also be an excellent refer- 
ence for the pediatrician. 

Each chapter is written as briefly and concisely as possi- 
ble and at the end of the chapter there is a reference list 
for the physician who wishes to investigate a subject in a 
more detailed manner. 

The printing is easy to read and the written material is 
well supplemented by numerous photographs and charts. 

\s an example of its use as a reference, I recently had a 
case of hypertrophic pyloric stenosis in a six weeks’ old 
infant. This subject was presented in this textbook in a 
most thorough manner. After reading it I felt that I was 
up to date on the subject. One would have to do consider- 
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able reading from various sources to get such a clear pic- 
ture of the current thought in this particular type of case. 
This textbook is excellent for the general practitioner 
who includes pediatrics in his practice. The plan of the 
past and present authors is to keep the text always up to 
date. Joun G. Watsn, M.D. 


Hypoglycemia and the Hypoglycemic Syndrome. By A. J. Kauver, 
M.D. and Martin G. Golgner, M.D. Pp. 67. Price, $3.00. 
Charles C Thomas, Springfield, Ill., 1954. 


THis sHoRT and readable monograph concisely discusses 
the syndrome of hypoglycemia from the standpoint of 
etiology—treal and hypothetical—diagnosis and treatment. 
Especial emphasis is placed on the differential diagnosis 
between organic and functional hypoglycemia. The paper 
is quite interesting and provides several graphs and charts 
to illustrate the main points of discussion. 

This publication should be of interest to all physicians, 
regardless of type of practice. For the general practitioner, 
it will enhance diagnostic acumen by suggesting an addi- 
tional differential diagnostic possibility in the management 
of patients with symptoms of obscure origin. 

—Horace W. Esusacu, M.D. 


Forceps Deliveries. By Edward H. Dennen, M.D. Pp. 228. Price, 
$6.50. F. A. Davis Co., Philadelphia, 1955. 


Tue MontTaGue-CaPULeT RUCKUS was as a Sunday croquet 
match when compared with the bitter feuds of forceps pro- 
ponents. More honor has been defended by the Simpsons 
and the Elliotts. 

I cast my lot with the De Lees, and was taught not to 
cross my fine blade with the lesser steel of the Kiellands. 
My mentor assured me I was armed against all eventualities, 
and capable of many a tour-de-force to confound my adver- 
saries, encumbered as they were by a multitude of inferior 
weapons. 

But, alas, away from my own stronghold, the fame of my 
steel was unknown, and I found stout defenders equally con- 
fident in theirs. 

The trouble, I discovered, was that each champion was 
so absorbed in the virtues of his own forceps, and his own 
virtuosity with it, that he had become blind to the qualities 
of others. 

De Lee, rest his deserving soul, could so prettily rotate 
the arrested head with his “key-in-lock”” maneuver that he 
felt all arrested heads should be so turned. Kielland was a 
naughty word at Chicago Lying-In when I was there. I 
came away from that particular fountain-head firm in the be- 
lief that there was but a single obstetrical forceps, the De 
Lee-Simpson, and that imposters and counterfeiters had de- 
signed the several outrageous imitations. 

It didn’t take me long to discover that similar attitudes 
were held elsewhere regarding De Lee’s Excalibur. I soon 
learned that the other man’s blade wasn’t tarnished at all, 
it had simply never been presented in the same light as my 
own. It became apparent that it was far better to fit forceps 
to the case, than the case to one’s favorite forceps. Pipers, 
for instance, are designed for the aftercoming head, Kiel- 
lands are ideal for those stubborn rotation arrests, and in 
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flat pelves, Bartons offer advantages possessed by no other 
forceps. 

Until I read Dennen’s book, however, it had been neces- 
sary to draw my own conclusions on the biased claims of 
each authority, for each has been so eager to describe the 
merits of his favorite instrument that he has slighted the 
specific advantages of others. 

With complete fairness, Dennen here details the purposes 
of the various forceps and the reasons why specific ones 
excel in certain situations. The illustrations are diagram- 
matic, and clear, and there are enough of them. There is a 
praiseworthy economy of text, which is read with a mini- 
mum of effort. This is because it is well written, but also 
because the publisher has selected excellent type and 
format. 

If you do obstetrics, you'll not only profit by reading 
Dennen, but you'll enjoy your reading. 

—Francis T. HopGeEs, M.D. 


Early Care of Acute Soft Tissue Injuries. By Committee on Trauma of 
the American College of Surgeons. Pp. 192. The American 
College of Surgeons, Chicago, 1954. 


WITH MANY AUTHORS contributing to this book, there is 
necessarily much in the initial care of injuries that is repe- 
titious, and much that is elementary so far as the average 
general practitioner is concerned. For these reasons, the 
manual does not accomplish its objective—the care of soft 
tissue injuries in all parts of the body—-so rapidly or so ef- 
fectively as perhaps it should. Effectiveness could be rapidly 
enhanced by more illustration (only one in the entire man- 
ual), and by more outlining in some chapters. Chapters on 
head injuries, hand injuries, peripheral nerve injuries, anti- 
biotics, antisera, and shock are well outlined, very much to 
the point, and full of excellent information for all doctors 
whose practices cover these fields. 

This reviewer feels there is definite need among general 
practitioners for a book encompassing the materials covered 
in this manual, and he commends the committee on trauma 
for this work. The committee apparently contemplates 
future editions, and if the desired objective is to reach the 
general practitioner, it seems that at least a good part of 
the piecemeal material of the manual could be integrated to 
better reach the needs of the general man. However, in 
spite of some obvious deficiencies, this reviewer feels this 
manual zs helpful, particularly to the doctor doing indus- 
trial or rural practice where injury is commonplace. 

—T. E. Rosinson, M.D. 


Poliomyelitis. By R. Debré and others. Pp. 408. Price, $8.00. Colum- 
bia University Press, New York, 1955. 


Tis Wortp Health Organization publication is indeed a 
timely volume for every physician to have on his desk for 
reference. The Salk vaccine hysteria, confusion, and uncer- 
tainty have left the physician with the responsibility of mak- 
ing the decision of the risks involved in poliomyelitis im- 
munization. In this book, experts discuss epidemiology, 
clinical aspects, virology, immunology and control of polio- 
mvelitis. These subjects are outlined concisely and com- 
pletely, 
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The section on virology is most illuminating. The tre- 
mendous improvements made in the simplification of virus 
tests for the diagnosis of polio viruses should stimulate 
hospitals to start virus diagnostic laboratories on an equal 
level with the bacteriologic. 

It is generally agreed by experts that the vast majority of 
the world’s population has been shown to acquire polio- 
myelitis antibodies without any recognizable clinical mani- 
festations. Low income groups seem to have acquired anti- 
bodies at a much higher rate than the higher income groups. 
It appears that populations with lower hygienic standards 
acquire antibodies at an earlier age than do those residing 
in modern sanitary areas. 

After reading this volume, one becomes impressed by 
these facts: 

1. Tremendous advances have been made in isolating 
viruses, 

2. Tissue techniques have been simplified. 

3. Laboratory methods of virus neutralization and com- 
plement fixing antibodies are of practical application in di- 
agnosis and differential diagnosis of polio viruses. 

4. More research is needed by more laboratories for the 
preparation of single or multiple polio virus vaccines. 

5. The administration of avirulent vaccines has to be ex- 
plored by other than intramuscular routes. 

6. More efficient treatment methods of the poliomyelitis 
patient are needed in institutions with experienced per- 
sonnel. The poliomyelitis patient presents a complex med- 
ical problem and not a surgical one. 

Polio produces a ‘museum of pathology” in the entire 
body, especially in the neuromuscular and circulatory sys- 
tems, and is not just an anterior horn disease with compli- 
cations. As one reads some of the comments on the treat- 
ment of poliomyelitis, the impression gained is that the 
authors express a defeatist attitude as far as the general 
management of the patient is concerned. 

Could it be that we are not focusing our attention on the 
pathophysiology actually existing in the polio patient? 

This volume is well indexed, clearly printed on paper of 
good quality, and every article is followed by adequate 
bibliography. Many tables, graphs, and illustrations add 
greatly to the practical value of the book. Medical students, 
practicing physicians interested in polio, and polio center 
personnel will find this volume very valuable. 

—GEorGE J. BoINEs, M.D. 


+] 


Current Therapy, 1955.Edited by Howard F. Conn, M.D. Pp. 692. 
Price, $11.00. W. B. Saunders Co., Philadelphia, 1955. 


Tuis 1s an excellent ready reference book for a general prac- 
titioner’s office. 

Although there are no illustrations, the subject matter is 
arranged for easy reading, with good print and an adequate 
index and table of contents. 

The articles on some surgical diseases of interest to the 
general practitioners (e.g., varicose veins) are too sketchy, 
but most are handled adequately. The book is recom- 
mended to all general practitioners in active practice. 

—Joun M. FELrx, M.D. 
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Special Features 


MORE LEISURE THROUGH ORGANIZATION 


BY J. R. JARVIS, M. D. 


Dr. Jarvis, an Academy member practicing in Van Wert, Ohio, has 
learned firsthand how an efficiently organized general practice can 
allow a doctor some leisure time. Many readers will remember him 
for his article, ‘Anesthesia for Tonsillectomy Made Easy,’’ which 
was published in the April, 1953 GP.—Pus.isHER 


OvER A PERIOD of some 20 years, I have succeeded in 
changing my “old style” general practice to a much 
more satisfactory “modern style,” with regular hours 
and adequate income. Where I used to be in my office 
five and a half days and four nights a week, I now have 
office appointments five days, Monday through Friday, 
and no evening office hours. I am free Saturday and 
Sunday and enjoy three weeks’ vacation a year, in addi- 
tion to time spent at medical meetings. 

What are the secrets ? Only organization and efficien- 
cy. At first I had my doubts that I could take care of 
my practice adequately unless I had evening hours, 
but to my great satisfaction, I found otherwise. By 
working late enough in the afternoon to care for pa- 
tients immediately after they got off work, I largely 
eliminated any need for evening hours. I did lose a few 
patients, but very few; and having all day Saturday free 
was just as welcome to my office help as to myself. 

To see 30 to 40 patients a day, a doctor needs efli- 
cient help and an office designed for saving steps. 
My office has three adjoining, reasonably small and 
completely-equipped examining rooms and a labora- 
tory. In addition, there are separate rooms for 
physiotherapy, x-ray and drugs and for the secretary’s 
and doctor’s business desks. The office is arranged to 
maintain one-way traffic, with the waiting room at 
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the back and the exit past the secretary’s desk at the 
front. 

Since efficiency means time saved and time means 
money, and possibly some weekend fishing trips, you 
must have a top-notch nurse and secretary, paying each 
enough to get the best. You can’t save money with 
cheap, inexperienced help. 


Good Secretary a “Girl Friday” 


The secretary must know shorthand, be a rapid 
typist and have an excellent memory. Her personality 
and tact, as reflected over the telephone and in her 
dealing with patients, will make up the difference in 
cost of an extra-good secretary over a mediocre one. 
The doctor should never do anything himself that this 
good secretary can do equally well for him. 

Mail: The secretary opens all the mail, answers in- 
quiries and records all checks without referring such 
details to me. Only personal matters and papers re- 
quiring my signature reach my desk. The secretary 
does not send advertisements to me unless she thinks 
I am not acquainted with a new product, in which case 
she will leave the appropriate brochure on my desk. 

Appointments: The secretary makes all appoint- 
ments, asking diplomatically as to the ailment so as to 
judge the amount of time the patient will require. For 
instance, a new patient with a chronic headache will 
require considerably more time than will a well baby 
who is to receive a booster shot. 

I never give anyone an appointment personally, and 
if a patient calls me at home, I tell him to call the office 


139 














JONES, Mrs. John M, (Louise) 733 Leeson Avenue, Van Wert, Ohio 
Age: Sl years Tel: 38461 
Husband: Employed Continental Can Co., Van Wert 
6/1/55 
YS Wants general check-up. Nervous, tired, generalized pains. 
HPI Felt fairly good until several months ago, began with many complaints, i.e., 


nervous, insomnia, pain under heart going to arms, pain in back. Recently 





nausea and vomiting. Good appetite. No constipation. Weight constant. 











Crying spells (sick mother, daughter divided family, etc.) 
PPH LMP about 10 years ago, still some hot flashes though much lighter now. 
One child, living and well, 24 years of age. No surgery. 
PHYS Weight 106% lbs. Temperature 98.6. Upper plate, remaining lower incisors 
poor, Throat 0.K. Blood pressure 135/80, Thyroid not palpable, no tremor. | 
Pulse 88/m, regular. Heart tones 0,K. Breasts 0.K, Chest clear. Abdomen 
negative. Pelvic: Uterus small, normal size and position.Cervic 0.K. 
Rectal negative. 
TREAT Advise CBC, sed rate, urinalysis. Dexamyl pc. Pentabarbital Sodium hs. 
$3.00 Pd $.00 
6/2/55 
LAB RBC 3,810,000, WBC 4,250. Hbg. 66%. Diff: Seg polys 34, S.L.59, L.L.6, 
Eosinophils 1. 
Sed Rate: (1) (3) (5) (8 1 hr. (Westergren) 
URINE Sp.G. 1.010, Negative sugar and albumin, Micro: 1 plus WBC with small 
clumps. 
TREAT 10 mite Liver, 50 mlg, Thiamin, Ferrous Sulphate tid. Folic Acid, 5 mgm. bid. 
Theragran bid. $10.00 Pd sé 
Figure 1. (Front.) 
JONES, “irs. John M, $.00 
6/9/65 | 
TREAT 10 Units Liver, 50 Thiamin. $3.00 Chg $3.00 
6/16/55 | 
TREAT 10 Units Liver, 50 Thiamin, $3,00 Pd, $3.00 on account $.00 





| 
| 





Figure 1. (Back.) 


at 9:00 a.m. At present, I am not asked personally to 
make an appointment more than twice a week. Appoint- 
ments for patients who need to be seen again are made 
in advance as they leave the office, saving later telephone 
calls and the secretary’s time. 

I don’t “work in” a patient unless it is an emergency 
or I am actually ahead of schedule, thus breaking the 
habit some people have of bringing grandpa along to be 
seen during Junior’s appointment. 

Phone: Each examining room is equipped with an 
extension telephone and buzzer system so that calls 
requiring my attention can be handled with the least 
time and effort possible. However, more than half of the 
calls can and should be handled by the secretary, in- 
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cluding placement of long-distance calls. A small book 
containing the numbers most frequently called, es- 
pecially long-distance, is a timesaver. 

Correspondence: A large share of the office cor- 
respondence can and should be handled by the secre- 
tary. This will include notes of congratulation, con- 
dolence and birth greetings, and of course monthly 
statements to patients, with reminder notes or letters 
regarding past-due accounts. The secretary also should 
be taught to handle all insurance papers, government 
and state reports, relief requests and similar forms. 
Letters requiring the doctor’s personal answer should 
be dictated. Personally, I prefer a tape recording ma- 
chine which I can use at my leisure. 
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Patients’ Records: The secretary types the patients’ 
records daily on 5x8 cards so that the files are always 
kept up-to-date (Figure 1). She enters the date of the 
call and types the main headings in red, abbreviated 
and capitalized—such as C.C. for chief complaint, UR 
for urine and DEL for delivery. The credit or debit is 
carried in red at the end of each call, and the balance, 
also typed in red, is carried as the last item to the right, 
whether it be $0.00 or $38.50. All other typing is in 
black. 

Copies of appropriate records are typed on 84x11 
sheets for use at the hospital on most patients admitted 
for elective surgery. This saves time in preparing a his- 
tory and physical on such hospital admissions. 

Files: The secretary keeps the following files: 

1. Patients’ Record File: This section of the filing 
system is divided into four parts. The first is an alpha- 
betical card file of all patients whose bills are paid in 
full, i.e., those cards which show $0.00 in the lower 
right-hand corner. The second file is for open accounts, 
or patients who owe on their accounts. The third and 
fourth contain records of the dead and just plain 
“‘deadbeats.” 

I have found that this filing system has several advan- 
tages: (a) No separate financial record or “daily 
entering” is kept for each patient, thereby saving 
considerable time and some expense. (b) In sending 
out statements, no patient’s card is handled if he has 
already paid. Billing is entirely from the “2 file.” 
(c) The patient’s balance is always up-to-date without 
“balancing.” (d) Payments are associated with the call 
for easy reference, as ‘When you were in with a cold 
last December, you were charged $2.00, Mrs. Brown.” 
(e) We also find that patients keep track of their bills 
more easily with the balance before them, and psycho- 
logically it seems to be better for collections. 

2. Birthday Card File: All babies delivered have a file 
card, placed under their birthdates. Each year until 
their seventh birthday, we mail them cards with a stick 
of gum enclosed each time, which I believe makes for a 
little better patient-doctor relationship. 

3. Reminder File: This is a booster shot and long-term 
file, also set up on the date system and containing en- 
tries many months or years in advance. If Johnny is to 
get a booster shot in September, 1957, the secretary will 
telephone the mother and remind her. Annual adult 
physical examinations are also handled this way. 

4. Canceled Check File: This file is kept for quick refer- 
ence for receipts. These are filed by appropriate head- 
ings, such as rent, life insurance, drug companies, 
charities. 

5. Consultation File: On all patients sent to a doctor 
or clinic for consultation, I request a detailed report. 
The pertinent points are typed on the patient’s 5x8 
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card, the original report being filed in the alphabetical 
consultation file. 

6. General File: This is a large but well-organized file 
for personal papers, medical society material, insurance 
forms, welfare agencies, government reports. 

Day Book: This is the only record as such that is 
kept, and it is necessary for income tax purposes. The 
patient’s name is written in the day book and his ac- 
count entered under one of three columns, “Paid,” 
**Charge” or “On Account.” These columns are added 
daily, and monthly balances carried forward. As ex- 
plained previously, the patient’s individual account is 
carried on his general record card. 

Income Tax: The secretary maintains a separate ex- 
pense account, under appropriate headings, of all de- 
ductible bills. The secretary makes up the rough draft of 
income and expense accounts, takes it to the tax ac- 
countant who actually fills out the forms and it is ready 
for my signature. 

Finances: The secretary collects all money, banks it 
and pays all bills by check. She writes and signs the 
checks, including those for her own and the nurse’s 
salaries. I don’t write three checks a year and save 
considerable time by having the secretary handle this 
for me. If banks can hire honest people to handle 
money for thousands of people, a doctor should be 
able to hire an honest person to handle his money. 

Personal Services: My secretary pays many of my 
household bills, all of my office bills and insurance 
premiums, gets and pays for my car license plates, 
makes hotel reservations, reminds me of business and 
professional appointments and gets together all papers 
that may be needed. She keeps a list of my professional 
friends and sends them Christmas cards for me. Such 
nonprofessional services save many hours of my time 
and are greatly appreciated. 


Qualified Nurse a Must 


The nurse must be pleasant and cheerful, one who 
can talk easily to the patient in the office but divulge 
nothing on the outside. She must have had special 
training in the usual laboratory procedures. The doctor 
should never do anything himself that the nurse can do. 

Laboratory Work: The nurse should be qualified to 
do all routine laboratory work such as sedimentation 
rate, CBS, urinalysis, blood sugar, urea determinations, 
BMR, EKG and development of x-ray films. 

Supplies: Without the doctor’s assistance or knowl- 
edge, the nurse should order all standard supplies 
such as bandages, adhesive, laboratory reagents, and 
all regularly-used drugs such as penicillin, PAC and 
laxatives. The doctor should have to order only specialty 
items such as new drugs and equipment. 
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Sterilizing: Without being told to after routine is 
established, the nurse should sterilize instruments and 
supplies. She should always have previously-sterilized 
supplies readily available, including sutures, needles, a 
minor surgery set, towels, drapes, gloves, sterile water 
and saline and catheters. 

Medications: The nurse should give all shots, with 
the exception of I.V. medication. She should fill pre- 
scriptions for drugs the doctor dispenses, writing his 
instructions on the package. It is her responsibility to 
see that the doctor does not run out of regularly-used 
drugs. 

House Call Bag: The nurse should know what the 
doctor expects in his house call bag, check it every day 
and have it filled and ready at the end of the day. 

Cleaning: Daily cleaning and dusting are part of the 
nurse’s duties; however, she should not be expected to 
do general cleaning such as floors and windows. 

Patient Responsibility: The nurse should greet the 
patients and escort them to an examining room, per- 
forming such duties as the doctor requests of her. She 
should be willing to have patients call her at her home 
for advice when they cannot contact the doctor. Natu- 
rally she should use good judgment and tact when 
talking to patients. 


Doctor on Schedule, Too 


My mornings are spent mostly at the hospital giving 
anesthetics, writing up records or making house calls. 
The only office work I do in the morning is of some 
special nature, such as minor surgery, insurance exam- 
ination or seeing patients who require more time, as for 
extensive physical examinations or discussion of dia- 
betic problems with a new diabetic patient. Appoint- 
ments at the office begin at 1:00 p.m. and usually last 
until 5:00 or 5:30 p.m., seldom later. 

All patients on their first call are given a printed 
brochure. It reads as follows: 


COVER: 


To All My Patients: 


I invite you to discuss frankly with me 

any questions regarding my services or my fees. 
The best medical service is based on a friendly, 
mutual understanding between doctor and patient. 


INSIDE PAGES: 


For Your Information 


This brochure is designed for our mutual benefit. As 


your physician, I have a professional obligation to you, 


and you in turn can help me serve you better. With this in 
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mind, the following is printed so that you will understand 
better my general policies as a family physician. 


Morning Hours 

My morning hours are usually devoted to the giving 
of anesthetics and the making of house calls. No morning 
office appointments are regularly available. The secretary 
and nurse arrive at the office at 9:00 a.m. and leave ai 
11:30 am. I will greatly appreciate it of you will place 
requests for house calls or office appointments with the 
secretary as soon after 9:00 as possible. Please make your 
appointment as far in advance as possible; appointments 
are frequently made as much as a month ahead of time. 


Afternoon Hours 


All office work is done Monday through Friday from 
1:30 p.M. to 5:00 p.M., or later if necessary. There are no 
Saturday or evening hours. All work is done by appoint- 
ment only, and barring emergencies such as deliveries or 
emergency surgery, we keep reasonably on schedule. If the 
secretary cannot give you a desired appointment ut is be- 
cause to do so would put the remaining appointments off 
schedule the rest of the day. You must make an appoint- 
ment for each person to be seen, as I do not allow sufficient 
time to see two people in the time allowed for one appoint- 
ment. Truly, I try to keep on schedule, as I feel your time 
is as valuable as mine. 


House Calls 


Twill make house calls day or night when it is necessary. 
I prefer requests for house calls that are not emergencies to 
be placed with the office secretary between 9:00 a.m. and 
10:00 a.m. I will try to make them before 1:00 P.M. ; other- 
wise early in the evening. I realize you cannot always place 
calls between 9:00 a.m. and 10:00 A.M., but when it is 
possible, I will greatly appreciate your cooperation. When 
house calls are requested during the afternoon, evening, 
night, or on a Sunday or a holiday, it is customary to 
make an additional charge. 


Telephone Calls 


As a general rule, I do not charge my patients for or- 
dinary professional advice given over the telephone. One of 
the greatest drawbacks of being a family physician is the 
loss of sleep. In case of emergency you may call me any- 
time, but for less urgent matters, please do not telephone 
during the night but wait until after 7:30 a.m. (at home). 
All other telephone calls should be made to the office, after 
9:00 a.M., including all requests for appointments. I do 


not have an appointment book at home. 
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Charges 
There is no hard and fast rule for charges. An average 


charge is made in most cases; however, when certain more 
expensive medications are dispensed or given by hypo- 
dermic, an additional fee is charged. Also, additional 
charges are made for most laboratory tests, or where more 
than an ordinary physical examination is required. An 
additional charge of 50 cents per mile, one way, ts made 
for house calls outside the corporation limits. 

With the exception of industrial or other short insurance 
forms, a nominal charge is made for completing papers. 


Maternity Cases 


All maternity cases will have, in addition to a complete 
physical examination, special laboratory tests including 
complete blood count, blood Kahn, blood type and Rh de- 
termination. These are charged for in addition to the flat 
fee for your delivery. Your flat fee for delivery will include 
all office calls, specimen examination and ordinary medi- 
cines such as iron or calcium tablets. No additional charge 
is made at your delivery for stitches, the use of forceps, etc. 

You should go to the hospital as soon as your pains are 
five minutes apart, or if your membranes rupture. There 
is no need to telephone me first, as the hospital has been 
instructed to call me upon your arrival. 


Surgery 


I do not do any majer surgery but will give your anes- 
thetic. There is no set fee for anesthetics. The estimate is 
based on the time required for your operation, and to a 
lesser degree, the risk and severity of the operation and 
shill required to bring you safely through your anesthetic. 

In addition to my anesthetic fee, there will be a fee for 
your pre-surgical examination before you go to the hospital 
and the after-care jointly with your surgeon. You may, if 
you wish, discuss your surgeon’s fee with him in advance 
of the operation, including the fee of the one or more as- 
sistants who may be required at your operation. 


Van Wert County Hospital 
Charges and Policies 


The following are the charges made by the hospital as of 
March 1, 1954: 


Ee $12.50 & $13.00 
i ene Lae ee $11.50 
Three beds to room... ..........00.0005- $10.50 
Four @ five beds to room................ $10.00 
De rr $9.50 
Baby in nu RGA sabe cuba $3.00 ez $3.50 
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Operating room charges, which are for the hospital 
surguwal nurses and the materials used, vary depending 
on the type of operation and length of time required. An 
average charge for these services at our local hospital for 
major surgery, such as the removal of an appendix, is 
$25. Additional charges are made for longer operations. 
For minor surgery, such as tonsillectomy, the charge is $15. 
The delivery room charge is $15. 

The hospital charge for supplies used for the anesthetic, 
such as pentothal, gas or ether, is $5 for the first hour for 
major cases, and $3 for minor, and $2 and $1 for each 
additional half hour. This does not include my charge for 
giving of the anesthetic. 

The hospital will charge you for the day of your admis- 
sion, but not for the day of your dismissal, regardless of 
the hour of admission or dismissal. The hospital would 
appreciate your arranging to leave before 3:00 P.M. the 
day you go home. 

If you are to have an operation, it will be necessary for 
you to have certain blood tests made at the hospital one or 
two days before your surgery. Either you can enter the 
hospital at 3:00 p.m. the day before your surgery, at which 
time your tests can be made, or you can have your labo- 
ratory tests made a day or two in advance at your conven- 
tence. In any event, you should be admitted as a patient not 
later than 7:00 p.m. the night before your operation, with 
your laboratory tests previously completed. Children hav- 
ing tonsillectomies or other surgery, and entering the 
morning of surgery, should not have any breakfast, water 
or gum and should be at the hosjital by 7:00 a.m. 


Telephone Numbers 


My office number is 2487. 

My residence number is 2488. 

In case you cannot contact me at either place, please call 
2999, the Physicians Locator Service, and they will either 
locate me or tell you what doctor is covering for me in case 
you have an emergency. 

May I suggest you keep this by your telephone. 


Also contributing to smoothness of operations and 
economy of time at my office is a systematic manner of 
handling patients. Before my arrival at the office in the 
afternoon, the secretary gets together the history file 
card of each patient to be seen that day. Stacked in the 
order of their appointments, they are readily available 
when the patient arrives to be seen. A 2x3 printed 
slip is attached by a paper clip to each record card 
(Figure 2 on following page). 

The nurse meets the patient in the waiting room and 
takes him, with his file card, to one of the three exam- 
ining rooms. She asks enough questions to get a short 
history of the complaints, writing this information in a 
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Special 
Medicine ——____ 
secretarial notebook. She 
NEEL, steadiness then checks the tempera- 
ture, pulse, blood pres- 
——_—__ sure and weight where 
indicated and _ records 
—_—_—_—_— that, leaving enough blank 
space in the notebook for 
Total —_____. oe 
my additional comments. 
Pveepry 


Next Appointment 


Date 


The nurse repeats the 
procedure with the next 
patient in the second ex- 





amining room, while I see 
the first patient. In this 











way considerable time is 
saved; there is no time for 
social visiting. After fin- 
ishing with this first patient, I write down what 
medication I care to dispense, or what shots are to be 
given, or furnish the patient with one or more prescrip- 
tions. The nurse then carries out the medication orders. 


Figure 2. 


Installment Examinations 


It is not practical for a general practitioner to do a 
complete history and complete physical on every pa- 
tient, much as it may be desirable. A patient with a head 
cold doesn’t want a pelvic or rectal examination made 
and won’t appreciate the added expense, to say nothing 
of the extra cost of routine laboratory work expected 
in a complete examination. 

It is my policy to do the minimum examination at the 
first call, and if the history and scant physical indicate 
that further examination is desirable, I schedule the 
patient to return some morning for laboratory exami- 
nations; and the secretary will allow more time for a 
more thorough examination at the next appointment. 

I may see the patient three or four times in a ten- 
day period to complete the examinations. Several ad- 
vantages are apparent: (1) You ultimately do have a 
complete examination. (2) Patients don’t expect to pay 
a general practitioner $15 or $25 for an examination, 
but if you see them four times at $3, plus about $8 for 
laboratory fees, they pay you $20 and think you are 
reasonable with your fee. Yet, you didn’t take any more 
time than had you done it all at one appointment. 
(3) You can keep on your appointment schedule better 
if you don’t try to do everything the first time the 
patient comes to you, as the secretary had no way of 
realizing a complete examination would be necessary. 


Doctors Cooperate 


Another procedure which I heartily recommend is a 
unique doctor-call system set up by six of us general 
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practitioners to cover each other without loss of income 
All six of us, who have similar practice, are out on 
Sunday; part of us are out on Wednesday, the rest on 
Saturday. Our system provides that one doctor of the 
six is on call for Wednesday, Saturday and Sunday 
every sixth week. 

Any work done by the doctor on call in his office or at 
the patient’s home is charged by him as for any other 
patient. However, if the doctor on call performs a 
service in the hospital for a patient of one of the other 
five in the group, he receives nothing for this service. 
The patient is informed that his doctor is out of town 
and that you are seeing him as an accommodation to 
his family doctor. 

The following are the advantages of this arrange- 
ment: 

(1) The general practitioner is free to leave town 
on his day off for five out of every six weeks and will 
not lose any income from major cases such as maternity, 
fractures and anesthetics. 

(2) The patients like it because they learn that a 
doctor is always available on weekends. 

(3) Patients would rather pay their family doctor 
than a new doctor. Also, in cases of maternity, it saves 
two doctors’ bills, one for prenatal and another for actual 
delivery. 

(4) It assures you that the patient will be returned 
to you for further care on your arrival home. 

A five-point program to which our six doctor group 
adheres is as follows: 

(1) Call begins at 6:00 a.m. to midnight on Wednes- 
day, Saturday and Sunday, unless otherwise agreed to 
by individual doctors. 

(2) The doctor on call shall render professional care 
as necessary to patients in the hospital, including 
emergency room care. 

(3) All such financial obligations of the patient shall 
be to his family doctor. The doctor on call shall explain 
to the patient that his services are a courtesy to his 
family physician on an exchange basis. 

(4) The doctor on call shall notify the hospital where 
he can be located at all times and make arrangements 
for a substitute when he is unavailable. 

(5) The doctor on call must send the patient back to 
his family physician as soon as he is available. 

We doctors are fundamentally no different from other 
people. We want a “modern style” practice that will 
afford better service to our patients and yet give us 
more time off for ourselves and our families without a 
loss in income. Cooperating with my colleagues as de- 
scribed, delegation of work to my secretary and nurse, 
setting up reasonable rules and educating patients to 
follow them—all these practices have made me a hap- 
pier and more effective general practitioner. 
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THE LAYMAN’S STAKE IN MEDICINE 


BY FRANCIS T. HODGES, M. D. 


A REVOLUTION has been taking place quietly in the 
healing arts. The patient has found his voice. What is 
more, he is asserting himself and is being heard, even 
listened to attentively. He is being catered to as a per- 
son with likes and dislikes, rights and privileges. 

Today’s patient is informed. He has no patience with 
attitudes that do not recognize his present advanced 
knowledge of things medical. And he is using his new- 
ly-discovered powers of assertion actively to shape the 
nature and quality of the medical services he receives. 

Today’s layman, quick in his reaction to professional 
doubletalk and gobbledygook, avoids the physician who 
will not meet him on an equal conversational plane. He 
expects a straightforward explanation and demands a 
partnership with the physician. This partnership, he 
feels, entitles him to consideration of his wishes in 
many phases of the healing arts. The very manner of 
medical practice is altered thereby. The design of hos- 
pitals and their operating routines are thus extensively 
affected, and medical economics is undergoing radical 
revision. 


Can’t Ignore Economics 


And John Q. Public is eminently right. Rollen Water- 
son of California, one of the most profound students of 
medical practice in this nation, has said, “It is a fact that 
no group can remain for long in fundamental conflict 
with the economic pattern and habits ofa majority of the 
people it serves, especially when the service involved is 
often a necessity of life.” 

Because our profession has often been in fundamental 
conflict with the economic pattern and habits of a large 
segment of the populace, the revolution to which I refer 
exists and gains impetus. This conflict has caused the 
layman individually, and more important, collectively, 
to examine his vital stake in medicine. 

Medicine must learn about this new status of the 
layman. The day of the elevated eyebrow is long gone, 
when doctors could be dryly amused at the misinforma- 
tion of the layman, gently spiked with unconscious 
humor. Thanks to the generally high level of science 
reporting in the press, the days of the mystical thera- 
peutic values of green and red aspirin tablets are well 
nigh gone. 

Personally, I welcome the patient who is not a dolt, 
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“No, | don’t know what's wrong with me or what he's doing for it.” 


and so should the hospitals and the rest of the mem- 
bers of the healing arts. If in college I had questioned 
my professor about my progress in integral calculus and 
had been told ‘as well as can be expected,” my justified 
response would have been injury and indignation. 


Manufacturers Set Example 


In the new and fortunate state of public edification it 
is no longer possible to herd laymen in medical matters, 
if it ever was advisable. Any sort of commerce requires 
first a product or service, then a market. The producer 
or manufacturer with an unopposed market may cater 
as he chooses to that market, or he may even compel the 
market to do the catering. The farseeing producer has 
two principal courses: He may retain flexibility to ad- 
just quickly to, or even anticipate, alterations in the 
market. The more visionary, however, mold the market 
and then proceed to satisfy its demands. 

Henry Ford was such a manufacturer. And what 
would the value be today of Sears-Roebuck stock if its 
merchandising methods had not embarked from safe, 
established routine to offer buyers what they had 
needed all along? Medicine, too, has a receptive clien- 
tele for the Henry Ford, Sears-Roebuck approach. 

Our profession is not an inviolate property owned by 
its members. It is a public trust, its members exercising, 
as trustees, a franchise granted by the people—a fran- 
chise extended, withheld or altered by them as their 
needs and desires demand. They must participate more 
and more to protect their stake in it. 

How are they doing this, and how can they, to this 
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increasing degree, integrate themselves in medicine’s 
vital operations in their behalf? 

Probably we should start with the medical school, 
state controlled or privately endowed. When we find 
some of them more concerned with the abstract than 
with instruction in practical human care, balance has 
been lost; for the only purpose of any purely theoretical 
interest is possible later application. Research cannot 
here be a private plaything, for application must be the 
eventual destination. 


The Laymen’s Role 


Lay control of schools is not desirable ; lay regents, in 
representative numbers, are. They can make sure that 
from the academic halls come warm and friendly men, 
not reluctant to walk the same earth with other men and 
perform the thousands of commonplace, less glamorous 
duties. Rolled up shirt sleeves, then, might again sym- 
bolize the doctor to an extent comparable to the surgical 
gown and mask. 

Medical societies are awakening to a vocal public in 
many ways. The anonymous physician has been 
brought out of wraps and proudly displayed by his so- 
ciety. Open addresses, for public information, pack 
halls in Atlanta, Los Angeles and Chicago. Neither in 
medicine’s private Sanskrit, nor condescendingly mon- 
osyllabic, they are a response to man’s desire to be 
treated as an adult. 

Most societies themselves embrace committees which 
will adjudicate the patient’s grievances and represent 
him in fairness; and the public is becoming aware that 
its interest means something to doctors. A study of 
the organization of any county medical society will 
quickly demonstrate that the profession considers itself 
not a self-protecting guild but a body with a profound 
group responsibility extending beyond that of its mem- 
bers. This is a result of the great lay interest in health. 

Because the citizen wishes his physician also to be a 
citizen, today’s doctor is found in Community Chest 
work, the Boy Scouts, Red Cross, the church. A gener- 
ation ago this was the exception and a physician was 
subject to censure if he participated in civic affairs. 
Now he shirks his duty if he does not. A great benefit of 
this new attitude is the new knowledge citizens have of 
their doctors as people. And the physicians can get a 
closer look at patients as people. 

Public demand has been felt in our hospitals, as well. 
New ones are designed with consideration of patient 
comfort and convenience, not as formerly with thought 
only of doctors and nurses. Lessened noise, improved 
decorating, facilities for entertainment, even some 
changes in annoying routine, have come about. The 
patient now may awake at more reasonable hours and 
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see the morning sun reflected in pastel shades. What ha: 
become of hospital white? The hospitals even smell 
different. 

But we still have work to do, if the hospital patient is 
to feel at home. There is no place for coldness and in 
difference, nor should visitors be made to feel they are 
being disciplined. Hospital care as far as possible should 
be based on thoughtful management of the patient’s 
well-being. This means that the public must be repre- 
sented on hospital boards to safeguard the patients’ 
interests. 

More evidence of medicine’s awakening to the need 
for good public relations is the opening to the public of 
many medical convention exhibits and lectures. Gradu- 
ally we are breaking with a past that seemed to repre- 
sent our profession as one that must conduct itself with 
secrecy and mystery. No more Latin prescriptions! Pa- 
tients are entitled to be told their diagnoses, prognoses 
and plans of treatment. They must also know in advance 
about what costs will be. 

That public health departments are well aware that 
the citizen is informed is shown by the uniformly high 
level of their informative releases and pamphlets for 
public information. 


Prepayment Flourishes 


But the true front page spread is the story of prepay- 
ment of sickness costs. When American history of the 
mid-twentieth century is studied later, I am certain 
that an outstanding feature will be the development of 
this field. Its burgeoning growth has been astounding, 
despite the outspoken opposition of doubters and de- 
tractors. 

An important element in this growth, according to 
Mr. Waterson, is our present credit economy. Whether 
good or bad, as he points out, it does exist and medi- 
cine alone cannot change it. If we are in conflict with 
the habits of the majority of the people, whether we 
personally ‘subscribe to them or not, we are in opposi- 
tion to the will of the people. Blue Cross, in its monu- 
mental growth through 25 years, to almost 50 million 
subscribers, and Blue Shield with 30 million, have an- 
ticipated or followed that will by producing something 
to fit it. 

Credit must be given to Blue Cross first, and then 
Blue Shield, for having awakened the insurance in- 
dustry itself to the hitherto unrecognized public cry. 
For this vast business had never suspected the unex- 
plored ground that lay before it fertile for the implanta- 
tion of this idea. Exploitation would have been natural 
for them, but it remained for neophytes to incorporate 
these great organizations which have no aims other than 
serving the public. 
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Medical cost prepayment now occupies a substantial 
part of the insurance companies’ interest. But had it not 
been for Blue Cross and Blue Shield, would the public 
voice ever have been heard ? Blue Cross has had a sensi- 
tive finger on the public pulse these 25 years and an 
abiding desire nationwide always to give the public the 
most it could within the realm of sound fiscal policy. 
The unhesitating belief of Blue Cross administration in 
its offerings and the universal desire to see them avail- 
able to all represents a basic success secret. Blue Cross 
sees no threat in greater numbers of subscribers; in 
fact, it has been well aware that those numbers represent 
economies of operations and broader benefits to sub- 
scribers, It is regrettable that Blue Shield goals and 
purposes are not as universally understood and sup- 
ported. 


Two Different Philosophies 


We have two rather different philosophies to consider 
in regard to prepayment, but they are mutually recon- 
cilable, as they are with the desires of the public. Blue 
Cross, it is argued, has nothing to lose by selling the 
entire market. The doctors, it is stated, lose their free- 
dom when they guarantee their services for fixed 
amounts, and the more covered, the greater their sacri- 
ficed freedoms. But I have found the protestations of 
lost freedoms are fewer as fee allowances to doctors 
approach their normal amounts. I have also observed 
the growing realization that there is a greater certainty 
of receiving fees from the group covered than if they 
had no prepayment plan. 

Additionally, Blue Shield coverage cuts into the 
middle and upper income groups to a lesser extent than 
it protects the lower income families. Statistics, be- 
lieved reliable, demonstrate that payments to doctors 
from these latter families are now far higher than at any 
time—the direct result of prepayment protection. The 
doctor probably has not been sufficiently apprised of his 
improved economic position because of Blue Shield and 
of the benefits he receives from his patients’ Blue Cross 
coverage. It had always been his past experience to wait 
for payment because the patient had to satisfy the 
hospital first. The Blue Cross-covered subscriber does 
not, then, leave the physician in this predicament. 

The great successful merchandising organizations in 
this country know what the buyer desires and what he 
will buy, as well as at what level sales resistance makes 
itself felt. Busy as they are with the practice of medi- 
cine, many physicians do not. It is now essential to 
strive toward understanding, for popular demand is 
plunging the profession into participation in the busi- 
ness of rendering medical care as well as the art and 
science. The doctors cannot remain aloof from it. It is 
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Some think laymen are morons. 


























147 

















“| want just the glamorous cases when | get my degree.” 
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here; it is upon them. The public, our consumers, hay: 
at stake their health and demand our help in lookin, 
out for it. Medicine must recognize its duty and work 
closely with the laity in planning. 

Every study of medical care protection stresses that 
the public wants greater coverage and assurance that it 
can pay in advance for the greatest part of sickness cost. 
It does not want token coverage. It has a right to fee! 
that its insurance, or Blue Shield-Blue Cross, will see it 
through most sickness without financial disaster. This 
means contracts not riddled by exceptions, limitations. 
exclusions and weasel words. It means that hospitals 
and doctors have great faith in the purposes of those 
contracts and render their services accordingly. 


Gains Place in Budget 


The American budget has included the mortgage, 
the grocer’s bill, the television and vacuum cleaner 
payments. Up until recently it has not included the 
doctor and the hospital. This has come to be the last 
item embraced in the creditor economy we have. Post- 
payment has failed. Left out of the budget, bills for ill- 
ness stand little chance of payment. Incorporated in the 
budget through prepayment, doctors and hospitals 
stand a chance, and families avoid the inevitable threat 
of bankruptcy from serious illness. 

Certain attempts to beat against the wind have been 
countless proposals within the profession, some based 
on a complete lack of information, some on greater de- 
grees of understanding. Some plans presented would 
embrace no concessions by the medical profession. It is 
obvious that any plan designed to benefit only the doc- 
tors, and which requires no show of good faith by 
them, will not find ready buyers. One such scheme 
proposed that there should be no fee schedule, that the 
doctor should charge anything he wished for his 
services. 

Those who advocate dollar deductible contracts 
should attempt to market them; they would soon learn 
the public sentiment. I have seen union negotiators 
walk out upon being offered such plans. Indemnity 
plans also have their advocates, but my experience is 
that whenever there is a choice, bargainers demand the 
paid-in-full type of contract. And when it is not avail- 
able, we have seen many interesting ways of providing 
that availability, as witness the activities of John L. 
Lewis and Kaiser Permanente with their hired doctors 
and rigidly controlled hospitals. 


Layman’s Counsel Vital 


Medicine cannot remain unmoving, unyielding, blind 
to the demands of the people. Professional aplomb 
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makes not for business acumen or insurance know-how. 
Those who conceive of Utopian contracts that are beau- 
tiful, but will not sell, somehow remind me of the spirits, 
summoned from the vasty deep, that will not come. As 
Bruce Barton said, ‘In a democracy, it is the people 
who will finally decide who shall be in business and 
under what conditions.” 

While control of medicine must always remain with 
the profession, it is becoming more evident that we 
must go to the public for advice and counsel and learn 
the interests that need upholding. How can we bring 
this about? I have already urged the presence of lay 
trustees on medical school supervisory boards. While 
this does prevail in places, it is spotty. For some time I 
have urged that all hospitals staff their boards with 
representative members chosen from the public. Blue 
Cross boards, generally, reflect the range of important 
lay callings. 

Recent excerpts from an aricle in the Des Moznes (Ia.) 
Tribune by Robert M. Cunningham, editor of Modern 
Hospital, are apropos: “‘Lay interference is a funda- 
mental principle of American life. It is the principle of 
lay interference that puts civilians in charge of our mil- 
itary services, even in war times; it is the principle of 
lay interference that makes teachers and educational 
administrators responsive to the demands of boards of 
education; it is the principle of lay interference that 
gives the electorate final authority over all public offi- 
cials, from the municipal clerk to the President. A doc- 
tor who objects to lay interference as such is asking 
that the medical profession be given the status of an 
untouchable priesthood, and the priesthood concept 
violates a basic tradition of American democracy. Ob- 


viously, what most doctors and hospital trustees refer to 
when they talk about lay interference is not the princi- 
ple but some unreasonable application of the principle.” 

It may be dramatizing medicine’s position to use the 
term priesthood, but it does make the point that an 
attitude of privileged position has often provoked justi- 
fiable criticism. To some the term “layman” is synony- 
mous for “moron.” Where this attitude exists, it seems 
that an unstuffing of the medical shirt is in order. 
Wherever the profession itself calls for help in this 
deflationary surgery, they will be able to find able lay 
consultants to aid in the task. 

It occurs to me that our profession has so often set 
itself apart from the laity that it has without its own 
knowledge lost contact, a contact which once again 
must be established. I choose to think of invited lay 
cooperation and guidance, rather than interference, for 
the latter suggests punitive vigilance, which is neither 
desired nor needed. 

Our profession must acknowledge the stake the lay- 
man has in medicine. We must not only acquiesce, we 
must wholeheartedly support his position, welcome him 
into participation in the multitudinous tasks in his 
behalf, generously granting that our existence is for his 
service solely. His maturity and intelligence must be 
recognized. We must not be tempted to look upon our- 
selves as an elite class but rather as a division of the 
great field of public service. Since we are in the healing 
arts, those arts must ever be within the reach of those 
they are intended for. By means of prepayment of costs 
and the public’s representatives on our boards, we can, 
with our agencies, Blue Shield and Blue Cross, protect 
the layman’s stake in medicine. 






































“Can a patient convalesce toe rapidly, Doctor?” 
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MATERNITY CLINIC IN MIDWIFE TERRITORY 


BY WILLIAM B. HARRELL, M.D. 


Chief of Staff, St. Michael’s Hospital 
Texarkana, Arkansas-Texas 


In 1953 THE starr of St. Michael’s Hospital, Texarkana, 
Ark.-Tex., became interested in a general practice resi- 
dency program; and in order to fulfill the requirements 
for such a project discovered they would have to estab- 
lish an outpatient maternity clinic. How such a clinic 
was instituted and organized, the problems encountered 
and the results obtained are related below. 

The St. Michael’s is a 150-bed general hospital in 
Texarkana, a city of 50,000 on the Arkansas-Texas state 
line. Prenatal clinics had been operated at the Bowie 
County (Texas) Health Unit and the Miller County 
(Arkansas) Health Unit, both within the confines of the 
city proper but serving the population of both counties 
respectively. The clinics were established for expectant 
mothers who were unable to pay private physicians, 
babies being delivered by midwives. The health depart- 
ments did not provide delivery service, although they 
did assist the patients in planning for home deliver- 
ies, in some cases helping to provide hospitalization. 

Many of the local practicing physicans questioned the 
continuation and expansion of these prenatal clinics; 
they felt that a local hospitalization plan for indigent 
mothers would appreciably reduce the number of mid- 
wife deliveries and serve the best interests of the pa- 
tients. Because St. Michael’s was inaugurating a resi- 
dency program in general practice and because approval 
of this plan depended upon the operation of an out- 
patient maternity clinic, the medical society appointed 
a committee to study the situation and make recom- 
mendations. 

The committee contacted officials of the county and 
state health departments so that their approval and aid 
would still be extended to maternity patients even after 
moving the clinic into the hospital. A liaison was estab- 
lished with the hospital authorities who agreed to take 
patients for a fee about the same as that charged for 
midwife care at home, of course with reservations that 
more serious cases would be expected to have some 
funds provided through welfare associations or other 
means. 


Threefold Purpose 


The projected clinic would have three real principles 
in mind: The first would be to offer the public im- 
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proved care of indigent patients, with hospitalization at 
least for patients with complicated deliveries. The 
second would be to suppress midwife care of maternity 
cases which, although supervised by county agencies, is 
not considered adequate. Third, of course, would be to 
bring hospital standards up to where a residency pro- 
gram could be initiated. In addition, it was believed that 
the program would increase the efficiency of hospital 
personnel. 

The appointed committee, after a very careful study, 
made the following recommendations: 

1. A maternity clinic should be established in St. 
Michael’s Hospital, in space provided by the hospital, 
all laboratory and x-ray facilities to be at its disposal. 

2. The medical staff of the clinic should consist of 
two general practice residents and the 19 active staff 
physicians in the OB-Gyn department of the hospital. 

3. The Bowie and the Miller County Health Units 
each should furnish a nurse for the clinic. 





Must Determine the Needy Ones. Mrs. Jo Ann Barham, medical 
social worker, interviews a patient at the clinic. She will have to 
determine whether the patient is indigent. 
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4. A medical social worker also should be placed on $25 by che hospital. This fee represents about the same 
the staff of the maternity clinic to screen the patients. | amount that would be paid to a midwife handling a 
Patients must be referred either by one of the health —_ home delivery. 
units or by a private physician, must be indigent and 10. The hospital is to accept free of charge any pa- 
living in either Miller or Bowie County. If they report _ tient admitted to the maternity clinic who is not able 
directly to the clinic without reference, they are tobe _ to pay the $25. 
screened by the volunteer medical social worker, nurse Because the clinic completed its first year of oper- 
or doctor ; and in each instance the investigator istouse ation in January, 1955, and because other hospitals 
his own good judgment as to whether or not the patient —s might want to institute such a program, some of the 
is indigent. After having been admitted, any patient _ problems encountered will bé discussed. 
still can be refused free medical service if the doctor Certain problems have arisen concerning eligibility 
knows she is able to pay. of patients. To establish eligibility for maternity care, 

5. The clinic should be held each Thursday, starting _ therefore, the first step was to make a form question- 
at 12:30 p.m. naire containing as much pertinent social data as pos- 

6. Pregnant patients who report to the hospital with- _ sible. This was to be a guidepost to a patient’s ability or 
out a private physician and are able to pay become _inability to pay for private medical care, with two chief 
private patients of the obstetrician on call. factors determining eligibility, residential and financial. 

7. Physicians on the active staff of the OB-Gyn de- _ First, the patient must live in either Bowie or Miller 
partment of the hospital are to take both the delivery | County; and, secondly, the family income must be in- 
and clinic service for one month. sufficient to pay for private prenatal and post-partum 

8. The chairman of the pediatric service should make _ care. 
available pediatric consultation and newborn care by The residential factor has not presented a great 
members of that department in whatever rotation they —_ problem. There have been perhaps four or five applica- 
decide to use. It is suggested that the pediatric staff _ tions for admission by patients who heard of the clinic 
member on maternity clinic call be notified at the time _ through friends or relatives and visited them for an ex- 
of delivery and then be responsible for the care of the tended time hoping to obtain free medical care. How- 
baby. ever, these few cases have been detected and referred to 

9. All patients admitted to the clinic shall be charged _ private care. 











1 Patient Instruction. This patient has been admitted to the ma- Examination of Baby. Newborn baby is examined by resident 
» ternity clinic and is receiving instructions from Mrs. Frances Line, physician, Dr. Narcisco Chan, right, supervised by Dr. C. S. 
R.N., public health nurse for Bowie County, Texas, and Sister Meeker, attending pediatrician. Mrs. Jean Perot, R.N., nursery 
Herman Joseph, R.N., of the St. Michael’s Hospital nursing staff. supervisor, looks on, 
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Who Is Indigent? 


The factor of determining a person’s ability to pay has 
been the main problem. Indigency in itself is difficult to 
decide in terms of minimum or maximum income. For 
example, a man earning $40 a week with a wife and one 
child is certainly not considered indigent. On the other 
hand, if a man has a wife and six children, he may be 
able to provide the necessities of food, clothing and 
shelter but will find himself unable to pay medical bills. 
He would probably be able to pay the $25 delivery fee 
through the clinic but not a doctor bill plus a hospital 
bill. This type of case seems to have caused the most 
controversy. Whenever possible the doctor on service 
has been consulted for the final decision, if the patient 
was not originally referred by a doctor, which is the 
preferred procedure. 

A large number of cases have incomes averaging $25 
to $35 per week and large families. Another group has 
little more than $10 to $18 per week as average income, 
and still another has only Social Security. Incomes are 
verified by employers only when a statement of wages 
seems questionable. Patients are also requested to bring 
any hospitalization insurance policies they have; and 
these are found without exception to pay $6 per day for 
a maximum of five days, which would not pay a pa- 
tient’s $25 fee for delivery if the patient remained only 
three days. 

One of the problems that should be clarified is the 
admission of certain Army and Navy dependents who 
are entitled to free care in Army hospitals where those 
facilities are not readily available. Insofar as possible 
to determine, the patients admitted for clinic care have 
been unable to pay for private medical care, on the 
basis of facts presented to the medical social worker. 

There was a total of 958 clinic visits to the maternity 
conference for the year, with a monthly average of 79 
patients; 140 deliveries in the hospital, with a monthly 
average of 12 patients. Of these deliveries, there were 
four stillbirths, one maternal death and six neonatal 
deaths. The maternal death was determined on autopsy 
to have resulted from afibrinogenemia, possibly a rare 
instance where increased uterine pressure following 
heavy, precipitate labor facilitates passage of amniotic 
fluid into the maternal circulation. 








In considering the fetal mortality for the past year, 
the causes of the stillbirths were: prolapsed cord, one; 
fetal anomalies incompatible with life, one ; cause unde- 
termined (no fetal heart beat on admission), two. 
Causes of the neonatal deaths were: prematurity, five; 
erythroblastosis, one. It was of interest to find that no 
Cesarean sections were performed during the first year 
of the clinic. 

In this series of deliveries two infants had erythro- 
blastosis fetalis. One infant died shortly after delivery ; 
the other survived following an exchange transfusion. In 
order to care for infants with erythroblastosis, a staff 
pediatrician is always available on call. 

The staff feels that early ambulation of patients is in- 
dicated and most of the patients are walking by the 
second post-partum day. There was an occasional in- 
fected episiotomy in this series of cases but there were 
no serious post-partum complications. 

Most of the deliveries were performed by the general 
practice resident under the supervision of the staff 
physician on call. There are two general practice resi- 
dents who rotate on call every other night and week- 
ends. If at all possible, both residents are required to be 
present every Thursday at the clinic. The department 
of anesthesia at the hospital has available an anesthetist 
who is on obstetric call at all times. 


Still Some Midwife Deliveries 


During the past year, several patients who were 
registered in the maternity clinic could not, for one 
reason or another, get to the hospital for delivery. In 
fact, there were 54 midwife deliveries recorded in Bowie 
and Miller Counties during the past year from registered 
clinic patients. It appears to be a strange coincidence 
that such a high percentage of clinic patients would 
continue to have midwife deliveries when hospitaliza- 
tion was offered them. On the other hand, the maternity 
program has been in effect for only one year, and in the 
future the number of midwife deliveries may be reduced 
to a much larger extent. 

The total cost of this program to the St. Michael’s 
Hospital for the past year was $10,333.38. Since 
$3,032.14 was paid to the hospital in $25 fees, this 
leaves a final cost of $7,301.24 to the hospital. 
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Abstracts 


PERMANENTLY BOUND IN 

BEAUTIFUL BROWN FABRICOID 

This year Abstracts comes of age 
with a regular hard-case book 
binding, with a gold-stamped cover 
of dignified brown simulated leather 
Fabricoid. This improvement was 
inspired by subscriber criticisms 
of the poor “wearing” quality of 
the earlier editions. Here, at last, is 
a really permanent volume, which 
will grace your reference shelf or 
study shelf with dignity for years 
of daily usage. 

There is no other book like this 
in the medical literature. It should 
be in the hands of every general 
practitioner who values the wealth 
of medical knowledge that comes 
out of the AAGP Assemblies. For 
only in this book has that knowl- 
edge been caught, condensed and 
preserved. 

NO INCREASE IN PRICE 


Despite the greatly improved 
binding, the 1955 Abstracts has 
been kept at the same $5.00 per 
copy price (delivered). This has 
been done, by Board directive, in 
the conviction that Abstracts is an 
important service to all members. 


SEND NO MONEY 
You will be billed on delivery of 
your copy. 


ORDER DIRECT FROM 
AMERICAN ACADEMY OF GENERAL PRACTICE 
BROADWAY AT 34th, KANSAS CITY 11, MO. 








HERE IT IS—the full four days of the finest Assem- 


bly in Academy history, condensed into 300 pages, 


to keep that Assembly at your fingers for years into 


the future. The huge accumulation of knowledge 


from the Los Angeles Assembly can be of daily help 


to you in your practice — no further away than your 


reference shelf. 


The essence of 15 lectures, 7 panels and 52 


scientific exhibits, distilled down to quick-study out- 


line form — with literally hundreds of helpful illus- 


trations. The experience and advice of 32 speakers 


and 88 scientific researchers, bound within the covers 


of one handsome reference volume. 


USE THIS COUPON TODAY 


AMERICAN ACADEMY OF GENERAL PRACTICE 
Broadway at 34th, Kansas City 11, Missouri 


Please send me prepaid, on publication, one copy of 1955 ABSTRACTS for which you may 
bill me in the amount of $5.00 upon delivery. 


(Please print clearly) 


Name —_ ai 








City, Zone, State 
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AN ACADEMY OFFICER'S PROFILE... 



























Eugene Irving Baumgartner, M.D. 


Director Baumgartner, 
Zealous Program Planner 


THE CHAIRMAN of the scientific program planning com- 
mittee for the Academy’s Eighth Annual Assembly 
next March in Washington, D. C., is Dr. Eugene Irving 
Baumgartner of Oakland, Maryland, a member of the 
Board of Directors and one of the Academy’s charter 
members. 

Dr. Baumgartner’s zeal in arranging topflight scien- 
tific programs for his general practitioner-colleagues is 
recognized in both the Academy and the American 
Medical Association. As a member of the Academy’s 
Committee on Scientific Assembly he has starred al- 
most constantly since 1951. After being named that 
year to the program planning committee, he served 
one tour of duty (three years) so efficiently that the 
Board asked him to serve again—his present term to 
expire next March. 

In 1949, Dr. Baumgartner helped organize the 
Maryland chapter and served as its secretary from that 
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time until 1952. The following year he became its pres- 
ident. He was a delegate to the Assemblies from the 
Old Line State from 1951 to 1954. His election to the 
AAGP Board of Directors came in 1953 in St. Louis. 

With the interest of general practice foremost in Dr. 
Baumgartner’s mind, he has contributed not only to 
the activities of the Academy, but has been active in the 
Section on General Practice of the AMA. He was 
elected secretary of the section in 1951 and was re- 
elected for a four-year term in 1954, 

Born in Oakland on October 9, 1904 to Eugene and 
Elizabeth Little Baumgartner, Dr. Baumgartner has 
continued to make Oakland his home. He attended the 
University of Maryland where he received both his AB 
and MD degrees—the latter in 1931. His internship 
was taken in 1931-32 at Mercy Hospital in Baltimore. 
On August 18, 1936 he married Miss Helen Chrystal 
Treacy. 

Besides his membership in the Academy and the 
AMA, he is a member of the Medical & Chirurgical 
Faculty of the State of Maryland, the United States 
Committee of the World Medical Association and the 
American Heart Association. 

Since 1949 he has been on the Board of Governors 
of Garrett County Memorial Hospital and treasurer 
since 1950. He first served as president of the hospital 
staff in 1951 and was again elected its president this 
year. 

Extracurricular activities command many of Dr. 
Baumgartner’s talents. A member of the City Council 
of Oakland since 1938, he has served as its president 
for the past 13 years. Since 1942 he has been county 
director of Civil Defense Medical Services and chair- 
man of the Disaster Committee of Garrett County 
chapter of the American Red Cross since 1949. 

He is a member of the Oakland Rotary Club and 
served as president in 1945. A member of St. Matthews 
Episcopal Church, he is also senior warden of vestry. 

His affiliations at Maryland University are with 
Sigma Alpha Epsilon social fraternity and Phi Beta Pi 
medical fraternity. The doctor’s loyalty to his alma 
mater is evidenced by the gusto with which he dis- 
cusses the Terps. He is a member of the Terrapin Club 
at the university and also of its Medical Alumni Asso- 
ciation, serving as vice president in 1953. Very much 
interested in football, he and Mrs. Baumgartner attend 
almost all the games of the University of Maryland 
often accompanying his old friend Jim Tatum and the 
squad for away-from-home games. 

Hobbywise, Board Director Baumgartner is a vora- 
cious reader, but his true love is the circus. He admits 
he attends them all and even has two miniature cir- 
cuses. But being a showman at heart, the theatre also 
shares his interest. 
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Distinguished Service Award Given 


U.S. Chamber of Commerce Presents Top Award to Mac F. Cahal 






In Recognition of Academy's Public Relations Program 


A U.S. CHAMBER OF COMMERCE committee, headed by 
the Honorable Sinclair Weeks, Secretary of Commerce, 
presented a Distinguished Service Award to Mac F. 
Cahal, executive secretary and general counsel of the 
Academy, at the annual meeting of the American 
Trade Association Executives, August 2. on Mackinac 
Island. More than 1,500 trade and professional associa- 
tion executives belong to the ATAE. 

The award, based on the Academy’s public relations 
program, outlines and illustrates the value of positive 
public relations. Last year, the Academy received a 
Certificate of Merit for its project which encouraged 
everyone to seek the services of a competent family 
doctor. 

For the first time in the contest’s 21-year history, a 
Distinguished Service Award was presented to the 
executive officer of a medical association. Copies of the 
winning entry will be made available to government 
reference libraries, schools of business administration 
and schools of journalism. One copy will serve as 
permanent reference in the ATAE’s Association Man- 
agement Library. 

The description of the Academy’s program outlines 
a project designed to assist staff and free lance writers 
who wish to prepare interesting, unbiased magazine 
features and newspaper articles. This program com- 
bines assistance and public service in an effort to 
furnish quick, accurate answers to inquiries received. 

During the past year, for example, members of the 
press and public relations staff have worked with 
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authors of articles which have subsequently appeared 
in such leading magazines as the Reader’s Digest, Time, 
Cosmopolitan and U. S$. News and World Report. 

The entry points out that widespread interest in 
medicine and health simultaneously creates an almost 
too fertile field for the self-styled science writer who 
is not above distorting facts and capitalizing on the 
pseudosensational. 

Early in 1953, this chronic problem reached acute 
proportions. A flood of articles appeared in newspapers 
and magazines. Many carried scare-technique titles and 





Mac F. Cahal 
Received the Award 


155 


Sinclair Weeks 
Headed. Judges’ Jury 
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created the impression that physicians put their own 
selfish interests above the patient’s health and welfare. 
At this time, the Academy launched its positive cam- 
paign intended to demonstrate the difference between 
fact and fiction. 

Letters offering assistance went to a group of out- 
standing science writers. These pointed out that the 
Academy public relations staff was anxious to help in 
every possible way. Special mailing lists are used to 
rush reports of new developments or progress to the 
leading science writers. 

Copies of well-prepared articles are distributed to 
component chapters and individual members of the 
Academy. During the year, a handsome bound volume, 
containing feature article reprints, was mailed to each 
Academy member. The attractive anthology, designed 
for the doctor’s waiting room, contains five well-written 
articles on the role of the family doctor and the Acad- 
emy’s policies and objectives. 

Other members of Chairman Weeks’ awards jury 
are: Clem D. Johnston, past president and chairman 
of the board, U. S. Chamber of Commerce; Henry G. 
Riter, III, president, National Association of Manu- 
facturers; Richard L. Kozelka, dean, School of Busi- 
ness Administration, University of Minnesota; and 
Russell A. Stevenson, dean, School of Business Ad- 
ministration, University of Michigan. Boyd Campbell 
is currently president of the U.S. Chamber of Com- 
merce. 


Trends and Events in the Nation’s Capital 


Health Issues in 1956 Campaign Portfolio 


THE APPOINTMENT of Marion B. Folsom as Secretary of 
Health, Education and Welfare carries promise of 
interesting developments to come that will leave their 
impress on medical practice right down to its grass 
roots. 

Mrs. Oveta Culp Hobby’s resignation and Mr. 
Folsom’s induction into office, coming near the close of 
Congress, gives the new Cabinet member a “tooling up 







period” to work up a program for presentation to 
Capitol Hill in January, 1956. That his program will 
be a full one is indicated by three influencing factors: 

1. The known intentions of his chief, President 
Eisenhower, to clothe the federal government in a 
larger role in affairs of medical economics. 

2. A rising trend in Congress to “do something” 
about increasing the national output of physicians. 

3. The past record, as well as the current views, of 


Secretary Folsom himself, whose espousal of voluntary) 
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health insurance made industrial history when he was 
with Eastman Kodak Co. 

Above and beyond is the fact that 1956 is an election 
year and national health issues have long since become 
an important item in the campaigner’s portfolio. Just 
how important may be illustrated by an incident which 
occurred a few weeks ago, just before the House voted 
overwhelmingly in favor of permanent and total disa- 
bility insurance and certain other social security amend- 
ments. 

A conservative Republican Congressman from Ohio 
was being interviewed on these social security reforms. 
He said: 

“Of course, I know that organized medicine is bit- 
terly opposed to the government’s adding disability 
benefits. But how can I, or any other House member— 
except the very few who can afford to vote as they 
please because they represent ‘safe’ districts—cast my 
vote against something with so much popular appeal?” 

How right he was became apparent a day or two 
later when the Democrats’ social security bill whizzed 
through the House by a margin of 372 to 31. 

And so one may anticipate more than a mite of 
government activity on national health issues that are 
considered to hold the potential of “popular appeal.” 
Financial assistance, direct or indirect, encouraging 
more parents to send children to medical school; 
grants-in-aid, or low-interest loans, to stimulate con- 
struction of more group practice clinics ; federal under- 
writing of risks as an incentive to voluntary health 
insurance plans to expand their benefits—these are 
but a few of the schemes which are drawing increasing 
attention in Washington and about which more will be 
heard next year. 


Dependent Care, Career Services Still Key Topics 


The Department of Defense, its medical manpower 
problem eased but far from solved by extension of the 
doctor-draft law for two more years, is still at work 
on two interrelated programs for which it will request 
legislative sanction early next year. One is a compre- 
hensive blueprint for making the armed forces’ medical 
and dental career services more attractive, thereby 
facilitating procurement of personnel. The other is a 
completely revamped system of providing medical 
benefits for dependents of servicemen. 

Recently Department of Defense officials invited a 
select group of medical and dental leaders to the 
Pentagon for a preview of the military career incentives 
which have been devised by a special study group. De- 
tails have not yet been made public. According to re- 
ports, the proposed inducements include higher pay, 
higher entering rank, greater stability in duty assign- 
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ments and certain innovations designed to make mili- 
tary service more attractive from a professional stand- 
point. 

The dependent care program, which reportedly is 
undergoing final inspection by the Bureau of the 
Budget, is expected to lay greater emphasis upon pro- 
vision of medical services by civilian physicians. This 
would be done through adoption of the voluntary in- 
surance mechanism, with the federal government pay- 
ing most or all of the cost. 

Officials had hoped to have both plans ready for 
transmittal to Congress this year. They are certain 


that enabling legislation will be cleared for action in 
1956. 


Dudley LeBlanc New Target for FTC 


Federal Trade Commission doggedly continues its 
Separate campaigns against misleading advertising of 
self-medication drugs and claims for cash-benefit 
health insurance. 

Late in July FTC filed complaints citing three more 
insurance carriers, which brought to 31 the total that 
have been challenged by the commission since Decem- 
ber, 1953. Two of the cases were settled by consent 
orders, under which the companies agreed to exercise 
restraint in their advertising. The remaining 29 are in 
various stages of litigation. None has gone to the com- 
mission for final adjudication. 

In its crusade against questionable patent medicines, 
FTC once again has taken as its target Dudley J. 
LeBlanc, who made a fortune with “Hadacol.” He and 
his Lotiislein company are now charged with making 
false advertising claims for ‘Kary-on” as a treatment 
for conditions ranging from rheumatism to epilepsy. 

The case which FTC instituted in 1951 against 


**Hadacol” was dropped after the corporation went 
into bankruptcy. 


Dudley J. LeBlane Carrying on with “Kary-on” 
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AAGP's Group Plan Catastrophic Insurance 
Benefits Extended to Two Years 


FOLLOWING CLOSELY UPON the extension of accidental 
injury benefits from five years to lifetime under the 
Academy-sponsored Disability Income Program, the 
insurance company underwriting the AAGP’s Family 
Plan for Catastrophic Hospital and Nurse Expense has 
announced an extension of its insurance under this 
program from one to two years. 

On the basis of a highly favorable experience rating 
credit, the disability income program has been enlarged 
to cover lifetime payments. The Family Plan, which 
became effective July 1, will pay up to $5,000 above a 
deductible sum of $500 through a period of two years 
—without a premium increase. 

These extended benefits are generally considered 
a fine result since the Academy was the first national 
medical association to sponsor and propose a program 
to insure members against the catastrophic losses 
caused by protracted hospital and nursing care. And, 
this extension of insurance has won considerable ac- 
claim, especially since the Academy’s program was in- 
augurated at a time when practically no actuarial 








figures had been compiled. It reflects the advantages 
made possible by the group administration of insurance. 

Since the inauguration of the Academy’s Family 
Plan, most major insurance companies have designed 
similar programs and a great deal of interest has been 
centered on this form of protection. This has had 
the natural result of causing a very rapid expansion of 
the Academy Plan. 

While thousands of dollars have been paid in bene- 
fits to members who have suffered the misfortune of 
long term disabilities through the past two years, it is 
expected that the economies effected by a central 
administrative office will continue to produce further 
experience rating credits. 

The AAGP Family Plan is considered unique in its 
purpose in that it was expressly designed for the mem- 
bers of the American Academy of General Practice and 
contemplated assurance against catastrophic losses 
which might occur within the families of general prac- 
titioners. All provisions of the Master Policy governing 
this Group were weighed against the Code of Ethics 
of the American Medical Association, and the premium 
savings made possible by this kind of planning have 
been very substantial. 
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Louis Rittelmeyer To Head General Practice 
Division at University of Mississippi 


Dr. Louis F. RITTELMEYER is leaving his post at the 
University of Tennessee College of Medicine, Mem- 
phis, to become assistant professor of preventive med- 
icine, in charge of the Division of General Practice at 
the new four-year medical school at the University of 
Mississippi, according to an announcement from Mis- 
sissippi University. 

Dr. Rittelmeyer who has been assistant director of 
the Department of General Practice at Tennessee will 
take up his new duties on October 1. 

The Department of Preventive Medicine at Missis- 
sippi is being organized along the lines of the Division 
of Preventive Medicine at the University of Tennessee, 
and general practice there will have the same relation- 
ship to it as at Tennessee. According to Dr. Rittel- 
meyer, Mississippi’s Dean D.S. Pankratz and Dr. T. J. 
Brooks, chairman of the Department of Preventive 
Medicine, are staunch supporters of the idea. 

He reports too that the Mississippi chapter has been 
instrumental in furthering the position of general 
practice in the new school. 


Dr. Rittelmeyer, an 
Academy member, is a 
graduate of the Medical 
College of Alabama, Mo- 
bile. He took his intern- 
ship at Mercy Hospital, 
Chicago, and a residency 
at City Hospital, Mobile. 
During World War II he 
served 21 months with the 
Army Medical Corps and 
was formerly engaged in 
the practice of general 
medicine in Lucedale, 
Miss. Within the past two years he has written two 
scientific articles for GP—‘‘Common Sense in Diets” 
and ‘“Thumb-Sucking—A Preventable Problem.” 





Louis F. Rittelmeyer, M.D. 


Charles Farrell Urges Colleagues To Study 
Socio-Economic Factors Affecting Medicine 


*“THE SOCIO-ECONOMIC FACTORS affecting medicine are 
growing in size and urgency with each passing year, 
and every member of our profession should give them 
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his increasing attention,” 
Dr. Charles L. Farrell 
told the Conference of 
Presidents at the AMA 
June meeting in Atlantic 
City. 

Dr. Farrell, who is presi- 
dent-elect of the confer- 
ence and also president- 
elect of the Rhode Island 
Medical Society, urged 
organization of study com- 
mittees in the county so- Charles L. Ferrell, M.D. 
cieties to investigate, cor- 
relate and evaluate the pros and cons of all the various 
aspects of medicine’s socio-economic problems and 
develop material for the regular county meetings. 

**Too often we find in staff room discussions an 
abysmal ignorance of important issues. The opinions 
expressed frequently result in compounding the misin- 
terpretations—and eventually develop unjustified crit- 
icism of the actions of organized medicine,” he 
declared. 

For several years Dr. Farrell has been advocating the 
abolition of the scientific meeting of the county society 
in favor of a socio-economic one, also more attention 
to socio-economic aspects from the state society. 

"The solution for medicine’s problems should ema- 
nate from the grass roots,” asserted Dr. Farrell. ‘‘No 
pronouncement of principle, no code of ethics or basic 
philosophies nor official attitude developed at the 
national level can be effective without implementation 
down the line. The AMA cannot dictate—1t can merely 
point the way.” 

Speaking of many physicians, the doctor said that 
when it comes to medicine’s economic welfare, they 
“let George do it” until something occurs they don’t 
like. He pointed out, however, that it is the respon- 
sibility of the state associations, which have full-time 


staff workers, to lend an educational helping hand to 


the county societies, particularly in the formation of 
study committees. He urged that state committees 
formulate study committees first, then the counties, so 
that all medicine might be conversant with the prob- 
lems affecting it. 

With pointed questions and provocative comment, 
Dr. Farrell enumerated 14 crucial problems which 
could well be the basis for attention by the committees: 


Voluntary Health Insurance 


Dr. Farrell cited several voluntary health insurance 
problems requiring immediate attention: “Do the 
members of your constituent society appreciate their 
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obligation and that of their patients to utilize properly 
but not over-utilize these plans? Is it realized that 
double coverage, excess coverage and the utilization of 
several plans for the same procedure constitute a 
serious problem in the insurance field? Is it fully ap- 
preciated that this type of insurance is based upon the 
‘reimbursement’ principle and that the patient is to be 
reimbursed only to the extent of his actual loss?” 


Social Security 


“Is it fully appreciated that Social Security benefits 
apply only after 65 and that one may not earn more 
than $1,200 a year in order to qualify?” 


Reinsurance 


**Just what is reinsurance? Are there unsound ex- 
perimental practices advocated which may eventuate 
the development of government subsidy and compul- 
sory health insurance? How can re-insurance provide 
a means for making insurable what otherwise would be 
an uninsurable risk? Can you appreciate the effect 
such reinsurance will have upon the retardation or the 
expansion of present voluntary health insurance plans?” 





Temporary Disability Compensation 


‘Four states have laws that permit a worker while 
unemployed through illness to collect cash benefits 
for specified periods of time. How well would your 
members be informed to discuss the advantages and 
disadvantages of a monopolistic state program versus a 
competitive program between the state and the insur- 
ance industry?” 


Public Relations 


**The root of all bad physician public relations rests 
squarely on the individual M.D. Public relations com- 
mittees have been organized at the state level, but the 
county societies can well implement more effective 
techniques in their localities. It should be noted that 
the doctor is all too often missing from committees of 
the Chamber of Commerce and other civic bodies.” 


Malpractice 


*“Local committees can and should do much in re- 
gard to malpractice in cooperation with the grievance 
committees of a state society as we have done in Rhode 
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Island. Recently we have seen attempts to develop the 
group coverage technique for protection against mal- 
practice suits in an effort to reduce the cost. Mal- 
practice protection will always be costly until the cause 
of the excessive cost is corrected at its source, i.e., 
better conduct and less loose talk among local doctors.” 


Workmen's Compensation 


“It is well to remember that constant vigilance is 
needed to guard against workmen’s compensation 
abuses by both patients and doctors. Abuses under this 
law require as much attention from the profession as 
fee splitting, ghost surgery or any other questionable 
practice. Some years ago it was the not-too-successful 
physician who would keep an injured patient under 
treatment for his own and the patient’s benefit. Now we 
find that even some able and prominent men will, on 
occasion, rely on their acceptable background in the 
hope that their activities will thus be free of suspicion.”’ 


Financing Hospital Care 


“The Commission on Financing Hospital Care has 
just issued a three-volume report which should be re- 


quired reading for a special committee of every county 
society. This committee should not only prepare a 
digest of the findings and recommendations but should 
assess the result in terms of their local situation. Only 
by this method can the local physicians recognize the 
trend of the times. How long will state governments 
continue to pay for increasing hospital deficits without 
some voice in the direction and control of hospital 
operation?” 


Hospital-Physician Relationship 


Dr. Farrell pointed out that the American Hospital 
Association booklet, Trustee, says, ““The membership 
on the hospital board should be sufficiently diversified 
> and ‘Pro- 
visions should be made for bringing new persons and 
ideas into it at regular intervals.” 


He further explained that the Association upholds 


to be representative in the area it serves,” 


protection of the staff physician from discrimination on 
the grounds of race, creed or color; from arbitrary or 
capricious action by the medical staff or the trustees of 
the hospital and from interference with management of 
the patient so long as he does not exceed his privileges 
or violate proper practice. It also upholds the physi- 
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cian’s moral right to security of tenure on the medical 
staff of a hospital so long as he has a good record. 

“These are presumed to be sincere and honest 
statements and are indeed welcome. They should be 
observed to the letter. Whether or not they are truly 
observed is the responsibility of the local physicians,” 
Dr. Farrell declared. 


Fee-Splitting 


“The whole profession of medicine is so easily 
maligned that rascality in the profession should be 
dealt with where found. There would then be no need 
for national action with its inevitable reflected onus on 
the entire profession and universal castigation by press 
and periodicals. Too often local action which should 


and could be taken is deferred because of a lack of 


courage and unwillingness to face the issue boldly 
and honestly.” 


Specialization and Hospital Privileges 


On this subject Dr. Farrell quoted Dr. E. J. McCor- 
mick, immediate past president of the AMA: “Hospi- 
tals should not be centers for specialists; and it never 





was the ideal of the American Medical Association o1 
the American College of Surgeons or any of the boards 
to establish a system whereby qualified physicians 
would be denied the facilities necessary to give good 
medical care to the people.” But Dr. Farrell observed 
that the very criteria designed to protect doctor, hos- 
pital and patient often have been subverted at the local 
level by various selfish forces acting under the guise of 
“elevating standards”. 


Internships 


“It is the profession’s responsibility to develop an 
adequate supply of medical men available for the 
smaller communities.” 


Osteopathy 


“IF osteopathy has discovered that the osteopathic 
lesion does not now and never did exist, should not 
the House of Delegates of the Osteopathic Association 
promulgate this fact and NOT the House of Delegates 
of the AMA? JF the cultist label is to be abolished, 
should not the Osteopathic Association correct its 
college catalogues and disavow its current text books 
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which expound the osteopathic concept? Should the 
several state and county medical societies be free to 
interpret the principles of medical ethics to suit their 
own convenience or should the Judicial Council inter- 
pret for all? These questions require serious con- 
sideration.” 


Economics 


‘Probably no one knows less about economics and 
business practice than the doctor; medical schools and 
hospitals have been slow to stress ethics and economics. 
New doctors in the community could profit by contact 
with the local committee offering indoctrination and 
instruction in the social-economic environment.” 


On August 1 the new Headquarters Building looked like this. 
Cement work on the sub-basement is complete and the construction 
crew ts putting together the forms for the basement floor. This will 
be followed by another tier of walls—after which evidence of 
progress will begin to appear above ground level. Out of sight in 
the sub-basement, on the day this picture was taken, the electrical 
contractor’s crew was installing the lead-in lines from the outside 
transformers. 
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Ceremony in Akron. Following the presentation to Mead Johnson 
Scholarship winner, Dr. Arthur J. Stevenson, at City Hospital of 
Akron, special guests join Dr. Stevenson in reading the certificate. 
Left to right are Dr. Donald E. Leonard, chairman of the hospital’s 
General Practice Section; Dr. Paul E. Cheek, president of the Sum- 
mit County chapter; Dr. Herbert W. Salter, president of the Ohio 
chapter; Dr. Stevenson, the honoree; Dr. Earl D. McCallister, 
executive secretary of the Ohio chapter; and Mr. W. F. Williams, a 
Mead Johnson representative. 
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Four More 1954 Mead Johnson Winners 
Honored Upon Completion of Residencies 


CERTIFICATE PRESENTATIONS denoting the completion of 
a year’s general practice residency under the Acade- 
my’s Mead Johnson Scholarship Award Program have 
been made to four more of the 1954 winners. 

Two of the winners have been honored in Ohio. Dr. 
Delbert D. Griffith was presented his certificate of 
training at White Cross Hospital in Columbus where 
he took his residency in general practice. The presen- 
tation was made by Dr. Lewis W. Cellio, member of 
the Ohio chapter’s congress of delegates and a director 
of the General Practice Division at White Cross Hos- 
pital. (See cut.) Dr. Griffith, a former resident of 
Bristol, Vt., planned to work with two Columbus phy- 
sicians for two or three months before setting up a 
general practice in a small Vermont community. 

The second Ohioan to be honored was Dr. Arthur 
Stevenson of Akron who received his certificate at City 
Hospital’s annual “Postgraduate Day” ceremonies. 
Presiding at the presentation was Dr. Herbert W. 
Salter of Cleveland, president of the Ohio chapter. (See 
cut.) Dr. Earl D. McCallister of Columbus, the chap- 
ter’s executive secretary, was among the special guests 











for the presentation. Dr. Stevenson has announced that 
he will set up a general practice in New Philadelphia, 
Ohio. 

In Jacksonville, Florida, a third Mead Johnson win- 
ner, Dr. John B. Neal, received his certificate at St. 
Vincent’s Hospital during its annual staff dinner. Dr. 
A. Lawson Hardie, president of the Duval -County 
chapter of the Florida Academy, presented the certifi- 
cate. Dr. Neal plans to enter general practice in 
Hollywood, Fla. 

Meanwhile in the Pacific Northwest, Dr. Robert E. 
Sotta was awarded his certificate at Sacred Heart Hos- 
pital in Spokane where he has completed his residency 
in general practice. Some 60 staff members witnessed 
the certificate presentation by Dr. John K. Burns, 
president of the Sacred Heart Hospital staff. He was 
assisted by Dr. John C. Ely, secretary of the Wash- 
ington chapter, and Dr. R. M. O’Brien, chairman of 
the General Practice Section at the hospital. 


Sign of Completion. An AAGP-sealed certificate marking the comple- 
tion of a year’s general practice residency under the Mead Johnson 
Scholarship Program is presented to Dr. Delbert D. Griffith (right) 
at White Cross Hospital in Columbus by Dr. Lewis W. Cellio, 
director of the hospital’s General Practice Division. 
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Predictions of Medical Advances by 1999 
Put Dr. McDaniel in National Spotlight 


TEN PREDICTIONS of medi- 
cal advances by 1999, cov- 
ered by Academy Mem- 
ber L. H. McDaniel of 
Tyronza, Ark., in_ his 
address as chairman of the 
Section on General Prac- 
tice at the AMA’s annual 
meeting this year, have 
made a front page celeb- 
rity out of this country 
doctor. 
L. H. McDaniel, M.D. Dr. McDaniel admits, 
“Little did I think at the 
time, that my talk would make the front page of every 
newspaper in America and in many foreign countries.” 
Dr. George Lull, secretary and general manager of 
the American Medical Association, in explaining the 
flood of publicity which Dr. McDaniel’s talk brought 
forth, said Dr. McDaniel walked where doctors usu- 
ally fear to tread; he predicted tremendous victories 
for medicine in the next 50 years, including such ma- 





jor goals as eradication of infectious diseases, a cure 
for the common cold, and surgical transfer of vital 
organs. 

The 10 predictions Dr. McDaniel offered are: 

1) A man 90 years old will be considered young, a 
man of 135 “‘more mature” and there will be a minimum 
of senility because the heavy cholesterol which deter- 
mines the age of our arteries will be absent. 

2) Through proper hormone treatment women will 
stay young, beautiful and shapely, indefinitely. 

3) The Salk killed-virus vaccine will be replaced in 
a few years by a living modified virus vaccine. 

4) All human infectious disease, including rheu- 
matic heart disease and venereal diseases, will be 
eradicated by use of vaccines, antibiotics and multi- 
ae screening tests. 

5) Cancer will be successfully treated by a virus 
vaccine or radio-active compounds. 

6) The common cold and even the more serious 
respiratory virus infections will be only a memory. 

7) Even greater victories await the highly-trained 
surgeon of the future. Eye surgeons will restore vision 
of today’s hopeless cases. 

8) Synthetic foodstuffs will bring an end forever to 
famine and starvation. 
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9) Electronic devices will enable deaf mutes to 
speak. 

10) Insulin will be given in tablet form for the con- 
trol of diabetes. Medical science will discover an effec- 
tive treatment against the blood, heart and degenera- 
tive diseases of old age. 

I have received clippings and comments from all 
over the world—several hundreds of them, in fact ; some 
from London, one from Zurich, Switzerland, and one 
from Hong Kong, China, in Chinese,”” Dr. McDaniel 
commented. 

‘Arthur Godfrey gave my talk 15 minutes on his 
TV program; so did Warren Hull and so did 
Garry Moore. I had many letters from overseas GI’s, 
who heard it on an overseas broadcast. About two per 
cent of my letters are from religious cranks who accuse 
me of sin in suggesting that man will live beyond the 
three score and ten. Another two per cent vilify me 
as a spokesman of ‘the cruel medical trust.’ Then 
another one per cent have some pet formula or elixir of 
life and want me to go in partnership with them—they 
would furnish the brains and I the publicity. About 
five per cent are dubious, but hopeful. The highest 
percentage of letters was very complimentary not only 
of me but the medical profession as well.” 


Four New York Academy Members 
Elected to GHI Board of Directors 


FOUR GENERAL PRACTITIONERS, all members of the 
American Academy of General Practice, have been 
elected to the board of directors of Group Health 
Insurance, Inc., New York City, following its annual 
meeting of members. 

Three of the new directors are presidents of con- 
stituent and component chapters of the Academy and 
the fourth is president-elect of the Kings County 
Medical Society. Dr. J. Hunter Fuchs is president of 
the New York chapter, Dr. Samuel Garlan heads the 
New York County chapter and Dr. Louis J. Schneider 
is president of the Nassau County chapter. Dr. Aaron 
Kottler who is president-elect of the Kings County 
Medical Society is also a past president of the Phy- 
sicians’ Guild in Brooklyn. 

In announcing the election, Arthur H. Harlow, Jr., 
president of the nonprofit New York City organization, 
said: “We are now giving family doctors a stronger 
voice at the policy-making level. We are looking for 
help and guidance from leading general practitioners 
in the development of our recently-announced “Family 
Doctor Plan,” which offers benefits for family doctor 
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care in the home and office as well as for hospitalized 
cases.” 

Three Leaders of business and finance also were 
named to the GHI board. 

Mr. Harlow also announced in his annual report 
that Group Health Insurance, Inc. earned $350,000— 
20 per cent—more in premiums last year than in the 
year before. 


World Status of General Practitioner 
Reported by WMA's Secretary General 


A REVERSAL in the long, 
strong trend toward med- 
ical specialization in the 
United States was cited 
recently by Dr. Louis H. 
Bauer, secretary general 
of the World Medical As- 
sociation and a past presi- 
dent of the American 
Medical Association. Inan 
address at the third an- 
nual meeting of the West 
Virginia Academy of Gen- 





Louis H. Baver, M.D. 











eral Practice, he said, “The pendulum has begun to 
swing back and during the last two years more 
graduates have turned to general practice.” 

Tracing the history and reasons for unwarranted 
specialization in this country, Dr. Bauer said it had 
come about through the increasing complexity of 
medicine ‘which made it impossible for one man to en- 
compass the entire field of medicine. This, with the 
expanding requirements of the specialty boards, drove 
people into specialties who might otherwise have be- 
come general practitioners, he explained. 

“In my opinion, however, the best specialist is the 
one who has a broad background in general medicine,” 
said Dr. Bauer. “If he is trained only in one field, he 
is too narrow and while he may be a good technician, 
he lacks medical judgment.” 

Dr. Bauer cited some specific examples in the swing 
toward general practice: The AMA has a committee 
at work to find ways for producing more general 
practitioners and fewer specialists, and to integrate 
general practice into the training of specialists. 
The development of the Academy of General Practice 
and the clinical session of the AMA have done much 
to stress the importance of the general practitioner 
and to stimulate an increase in his number, he said. 














The World Medical Association is at work on the 
problem, too, although there is not the widespread 
specialization in other countries that there is in the 
United States. Only three countries report too many 
specialists, but a number report too few. 

The WMA, in a survey of the opportunities for 
training of the general practitioner in various coun- 
tries, found that postgraduate education is compulsory 
in two countries and voluntary elsewhere. 

‘Facilities in other countries for such education 
are numerous,” Dr. Bauer reported, “including full- 
length university courses, university refresher courses, 
appointments as clinical assistants, hospital visits and 
clinic lectures, courses and scientific meetings spon- 
sored by the national or local medical associations and 
fellowships in schools and hospitals.” 

South Africa, Iceland, the Philippines and Pakistan, 
however, reported that their postgraduate facilities 
for general practitioners are insufficient for the needs 
of the doctors. India reported that her available 
facilities are infrequently used; but facilities in all 
other countries in this group are used to the fullest 
possible extent. 

Wide use of such facilities by general practitioners 
also is reported by Australia, Canada, Cuba, Finland, 








Luxemburg, the Netherlands, Norway, the Philippines, 
Spain, Switzerland, Turkey and the United States. 
The French Medical Association foresees a change 
from voluntary to compulsory education for various 
stages of professional life after graduation. In Italy, the 
courses are sponsored by the hospitals, and there is an 
entrance examination which prevents all but the best- 
qualified doctors from attending. In Denmark the 
annual centralized courses are poorly attended; the 
local courses are attended by about one-half the 
practitioners but not by those who need them most. 
**The WMA always has recognized the importance 
of the general practitioner,” Dr. Bauer stated. “In the 
First World Conference in Medical Education, attention 
for the first time was paid to the opinions of the 
practicing physicians who were not medical educators.” 
‘There is still a great need for general practitioners, 
or perhaps a better term might be specialists in general 
medicine. Unless we can provide family counselors in 
medicine to the public, the old-time doctor-patient 
relationship, which is so important, will disappear; 
medicine will become impersonal; the private practice 
of medicine as we know it will disappear; costs of 
medical care will increase and there will be grave 
danger again of the government taking over.” 
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1954 Found Two Out of Three Americans 
Carrying Voluntary Health Insurance 


AT THE END OF 1954 approximately two out of every 
three Americans had voluntary health insurance, ac- 
cording to a report from Health Insurance Council, a 
group of nine associations in the insurance business. 

This proportion represents an increase of 4.3 per 
cent over 1953, a rate which the council points out is 
more than two and a half times that of the population 
growth in that period. It added that since 1941, hos- 
pital expense protection has multiplied nearly eight 
and a half times. 

The council said the newest form of voluntary 
health insurance—major medical expense insurance— 
covered 2,200,000 persons, a gain of 83 per cent over 
the year before. This form of insurance is designed 
to protect against the financial impact of unusually 
serious and expensive illnesses and injuries. 

The report stated that of all benefit payments by 
all forms of voluntary health insurance, 56 per cent 
came from insurance companies. That included loss- 
of-income benefits. Blue Cross and Blue Shield plans 
accounted for 39 per cent. 

Headquarters of the Blue Cross Commission in 


Chicago reports that more persons enrolled in the 
American Hospital Association-approved nonprofit 
pre-payment plans for hospital care cost protection 
during the first three months of 1955 than during any 
other similar period since 1950. 


Pharmaceutical Firms Get Pointers 
From AAGP Past President Hildebrand 


THE PHYSICIAN’S CHOICE of a drug, all other things 
being equal, is most frequently made “‘on the basis of 
his relationship, good or otherwise, with a certain 
pharmaceutical house and its representative,” Dr. 
William B. Hildebrand, immediate past president of 
the American Academy of General Practice, said at a 
recent meeting of the American Pharmaceutical Man- 
ufacturers’ Association in White Sulphur Springs, 
W.Va. 

He pointed out that of all the contacts a pharma- 
ceutical manufacturer has with the medical profession, 
the detail man is the most important. In view of their 
importance, Dr. Hildebrand offered the following 
seven rules to which he feels good detail men should 
adhere: 

(1) The representative must be a gentleman and 
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must be cooperative with the receptionist. ‘She can 
make or break you,” he advised. 

(2) Always make appointments where this is 
accepted procedure. 

(3) Do not wander around the office taking an 
inventory of drugs and equipment without invitation. 

(4) Do not oversell or distort. 

(5) Be well informed and familiar with the required 
technical language. 

(6) Cleanliness and personal hygiene are of utmost 
importance. 

(7) Do not indulge in gossip about other physicians 
or pharmaceutical firms. Knocking a competitor or 
his product only gains ill will. 

Dr. Hildebrand also proposed that an active doctor 
of medicine be included on each pharmaceutical 
training faculty, or aid in preparing training literature 
to provide a background of what the medical profession 
wants. 


Medical News in Small Doses: 


THE EXTENSION of the doctors draft on June 28 for two 
more years brought “‘nay” votes in the House from 
Representatives Crumpacker of Indiana, Hoffman of 


Michigan, Mason of Illinois and Smith of Kansas (Re- 
publicans) and Barden of North Carolina (Democrat). 
It was approved by voice vote in the Senate with no 
debate. . . . Immediate past vice president of the Acad- 
emy, Dr. John R. Bender of Winston-Salem, N. C., 
was one of the key medical speakers at the second an- 
nual five-state Mountaintop Medical Assembly on June 
24-25 in Waynesville, N. C. . . . There is a newly 
formed Alcoholism and Addictive Diseases Foundation 
in New York City that is launching a voluntary health 
program to combat diseases of alcoholism and drug 
addiction. . . . South Carolina chapter’s President- 
elect Hervey W. Mead, spoke at a recent general ses- 
sion of the South Carolina Public Health Association. 
. .. Uruguay has the lowest infant mortality rate among 
South American nations, according to “Noticias,” a 
publication of the Council for inter-American Coopera- 
tion. Uruguay’s rate was 43 deaths per 1,000 on the 
basis of the latest available data compared with 29 
deaths per 1,000 in the United States. . . . Dr. Harry 
E. Klepinger, Academy member from Lafayette, Ind., 
has been appointed medical director of the Lafayette 
Life Insurance Company. . . . Minnesota chapter Presi- 
dent H. E. Drill was recently named first vice presi- 
dent of the Hennepin (Minnesota) County Tuberculo- 
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sis Association. . . . More students entered schools of 
professional and practical nursing in 1954 than in any 
year since World War II, according to Mr. John H. 
Hayes, chairman of the committee on careers of the 
National League for Nursing. There was a 3.7 per cent 
increase in professional nursing school enrollment 
over 1953... . Dr. Theodore G. Klumpp, who served 
as chairman of the Hoover Commission’s Medical 
Studies Task Force, has been appointed a member of 
the National Advisory Council on Vocational Rehabili- 
tation for a four-year term by Nelson A. Rockefeller, 
undersecretary of the Department of Health, Educa- 
tion and Welfare. . . . The 15th revision of the U.S. 
Pharmacopeia was published July 1. The new stand- 
ards take effect December 15. . . . Representative Percy 
Priest, chairman of the Committee on Interstate and 
Foreign Commerce which handles health matters in 
the House of Representatives, is working on a bill 
for establishment of an Institute of Civil Aviation 
Medicine. . . . Academy member Preston L. Hathcock 
of Fayetteville, Ark. has been appointed to the board 
of trustees of the University of Arkansas. 
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News from the State Chapters 


Minnesota chapter members will meet next month in 
Minneapolis for their fifth annual fall refresher. The 
one-day scientific meeting on Wednesday, October 19, 
will convene at the Radisson Hotel with 14 medical 
authorities presenting eight hours of concentrated in- 
struction. Among the guest speakers will be Dr. H. E. 
Rynearson of Rochester, Minn., who will give the 
luncheon address and Drs. Bert Seligman of Toledo, 
Gene Stollerman of the University of Chicago and 
George Logan of Rochester. 

‘There is no registration fee, but a $5 luncheon 
ticket is required. Registration should be made through 
Dr. James A. Blake of Hopkins, Minn. 

At the Minnesota chapter’s recent annual banquet 
in Minneapolis, Dr. John S. DeTar of Milan, Mich., 
Academy president-elect, and Dr. Elmer Hess, presi- 
dent of the American Medical Association, were two 
of the guest speakers. (See cut.) Others honored at the 
head table were Dr. Charles Aling, Académy member 
and president of the Hennepin County Medical So- 
ciety, Mrs. Aling, Dr. H. E. Drill, president of the 
Minnesota chapter, and Mrs. Drill. The meeting was 
held jointly for the Minnesota chapter and the Min- 
nesota State Medical Association. 
> The annual meeting of the Massachusetts chapter 
will be held Saturday, September 24, in the Grand 





Presidents-elect Star at Minnesota Banquet. Two of the guest speakers 
for the Minnesota chapter’s annual banquet on May 23 in Minneapo- 
lis were Dr. Elmer Hess, who was installed as AMA president the 
following month, and the Academy’s president-elect, Dr. J. S. DeTar 
of Milan, Mich. Shown at the speakers’ table, left to right, are: 
Mrs. Charles Aling, Dr. Charles Aling, Academy member and 
bresident of Hennepin County Medical Society; Dr. Hess, Dr. H. E. 
Drill, president of the Minnesota chapter (behind the podium) ; and 
Mrs. Drill. Dr. DeTar is shown at the podium on the far right. 
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Ballroom of Hotel Statler in Boston. A series of papers 
will be presented in the morning and a clinical session 
will be held in the afternoon. The Surgeon-General of 
the Army and his staff will present a symposium in the 
afternoon on the treatment of mass casualties. Medical 
reserve components and traumatic surgeons from all 
over New England are invited to attend the meeting. 
A dinner will be served preceding the evening session, 
which will close the meeting. 

Dr. William Pickles, first president of the British 
College of General Practitioners, gave an address at the 
joint meeting of the Massachusetts chapter and the 
New England Journal of Medicine in late July. Dr. 
Pickles of Yorkshire, England, has made many contri- 
butions to the study of rural epidemiology. In 1948 he 
gave the Cutter Lecture on preventive medicine at 
Harvard. 

Massachusetts chapter’s Bulletin committee sug- 
gested at its last board meeting that the News Bulletin, 
which is published bi-monthly, print two large issues a 
year. Advertising will be accepted to cover expenses, 
reports Dr. Evelyn Parsons, chairman of the committee. 
> The New Hampshire chapter was a co-sponsor of a 
lecture on drug resistance in pulmonary tuberculosis 
July 22 at Dartmouth College in Hanover, New Hamp- 
shire. Dr. John Crofton, professor of tuberculosis and 
director of the department of tuberculosis and dis- 
eases of the respiratory system at the University of 
Edinburgh and consultant in diseases of the chest to 
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the southeastern regional hospital board in Scotland, 
gave the lecture. The meeting was under the auspices 
of the Veterans Administration Hospital of White 
River Junction, and the New Hampshire and Vermont 
Tuberculosis Associations. 

> Dr. Alexander Fraser, president of the San Fran- 
cisco (California) chapter, was presented an award re- 
cently for his outstanding services in postgraduate 
medical sessions. The honor was bestowed upon Dr. 
Fraser in the form of a plaque presented by Dr. Forrest 
Willett, chief of medicine at the Fort Miley Veterans 
Administration Hospital, where the award was given. 
>A panel at the annual scientific session of the 
Nebraska chapter on September 15, will feature four 
speakers from the University of Iowa College of Medi- 
cine. The meeting is being held at the Hotel Corn- 
husker in Lincoln. 

> The Connecticut chapter’s symposium that was so 
successful last year at Bridgeport, Conn. will be re- 
peated this year. This year’s symposium will mark the 
fifth scientific session of the chapter and it will be held 
at the Statler Hotel in Hartford on Thursday, October 
20. It will consist of an all day session featuring noted 
speakers from throughout the country. Luncheon will 
be served to the doctors and their wives at noon and in 
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the evening there will be a cocktail party. The com- 
plete program will be announced in the near future. 
> In July, the Ohio chapter developed a new form 
for its monthly News Letter. Known as Ohio G.P. News, 
this attractive publication is devoted primarily to news 
of events and items of interest to the Ohio members. 
Dr. Anthony R. Marsicano is editor and Dr. Earl D. 
McCallister is serving as managing editor. 

> Featured luncheon speaker for the sixth summer 
seminar of the Washington chapter was Dr. John S. 
DeTar, Academy president-elect. The meeting, held 
August 6 in Seattle, was sponsored by the King 
County chapter. 

The Washington chapter has two important meet- 
ings scheduled for the near future. They are the Wash- 
ington chapter luncheon meeting during the state 
medical association meeting September 13 at the Olym- 
pic Hotel in Seattle, and the annual AAGP Fall Clinic 
Day October 21 at the University of Washington Medi- 
cal School. The latter meeting precedes the Stanford- 
University of Washington football game, which mem- 
bers may in¢lude in their role of entertainment. 

The annual scientific meeting of the Washington 
chapter will be held two days next spring, May 25-26. 
The host city will be Spokane and the official hotel 
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will be the Davenport Hotel. An outstanding program 
with a slate of top speakers is being planned. 

> lowa chapter’s annual scientific and business meet- 
ing will be held at the Hotel Savery in Des Moines 
on Thursday and Friday, September 15 and 16. All 
doctors are invited to attend. 

> Dr. Junius A. Evans who was recently elected 
secretary-treasurer of the New Mexico chapter will 
also serve as reporter to the News Letter of the Texas 
chapter for the coming year. For the past few months 
the New Mexico chapter has had its news printed in 
the Texas publication. 

> Dr. Mavis P. Kelsey, past dean of the University 
of Texas Postgraduate School of Medicine and now 
clinical professor of medicine there, spoke at a recent 
meeting of the Harris County (Texas) chapter. His 
address on ‘Uses and Abuses of Corticosteroid” 
headed the list of scientific talks. Dr. John J. Bunting, 
clinical assistant professor of Internal Medicine at 
Baylor, spoke on the newer variations in synthetic 
steroids. 

Dallas (Texas) chapter members and guests gath- 
ered for an outdoor dinner in June as guests of the 
Preston Hills Tennis Club. An exhibition of diving and 
expert swimming were included in entertainment. 


“Old Dominion” Ch Officers. Two officers of the “Old Domin- 
ion” state, Virginia, enter into a pre-installation chat at the chapter's 
recent fifth annual scientific assembly in Old Point Comfort. Dr. 
Rufus Brittain (left) of Tazewell was installed as president for the 
1955-56 year during the dinner dance, succeeding Dr. Richard M. 
Reynolds (right) of Norfolk, the retiring president. Dr. Frank E. 
Tappan of Berryville is the new president-elect. 
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> One of the sponsors of the October 9 symposium 
on modern trends in therapy will be the St. Louis 
(Missouri) chapter. Other sponsors of the meeting in- 
clude Washington University and St. Louis University 
schools of medicine. The meeting will be held in the 
Chase Hotel and will feature six 40-minute lectures. 
Dinner as well as refreshments will be served, reports 


Dr. Norman L. Mistachkin, chapter treasurer and gen- | 


eral arrangements chairman for the symposium. 

> Dr. J. S. DeTar, Academy president-elect, will give 
the banquet address at Wisconsin's seventh annual 
scientific meeting in Milwaukee, September 25-27. His 
speech, “The AAGP in American Medicine Today,” 
will be given the final evening. Two of the scientific 
speakers who have accepted invitations to give talks 
during the scientific sessions are Drs. Frederick Steig- 
mann of Cook County Hospital and Paul H. Holinger, 
both of Chicago. 

Dr. C. E. Schorer of Sauk City, who received his 
degree from the University of Wisconsin Medical School 
this year, was named the 1955 winner of the annual 
Urban Schleutter Memorial Essay Contest sponsored 
by the Wisconsin chapter. 

A symposium on Office Procedures and Clinical 
Medicine was sponsored late in June by the Wisconsin 
chapter. The roll of scientific speakers included Drs. 
Paul Pemberton, chief surgeon at the Shriners Hospi- 
tal for Crippled Children at Salt Lake City, J. P. 
Nesselrod, an associate in surgery at Northwestern 
Medical School, Alex J. Steigman of Louisville, Ky., 
Lewis W. Bluemle of Philadelphia, George I. Blum- 
stein, of Philadelphia, and Christopher Duncan, clini- 
cal associate in gynecology at the Harvard Medical 
School. Moderators for the morning and afternoon 
sessions were Drs. Milton L. Kuhs of Green Bay and 
Raymond C. Richards, president-elect of the chapter, 
respectively. Both sessions were followed by a question 
and answer period. The meeting closed with a cocktail 
reception for the doctors and their wives. 
> The seventh annual scientific meeting of the Mary- 
land chapter October 26-27 at the Sheraton Belvedere 
Hotel in Baltimore will mark the first time that the 
chapter has held a two-day annual meeting. 

Ten outstanding guest speakers will present papers 
on subjects covering urology, gastroenterology, ortho- 
pedics, roentgenology, internal medicine, psychiatry 
and anatomy. The Thursday afternoon session will be 
sponsored by the American Gerontologic Society which 
will present some outstanding authorities in that field. 

Each scientific session will be concluded with a panel 
discussion and a question and answer period. There 
is no registration fee. Among the guest speakers will 
be Dr. Austin I. Dodson of the Medical College of 
Virginia, Dr. John Tilden Howard of Johns Hopkins 
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When a patient complains of morning fatigue and 
evening alertness, a diagnosis of hypometabolism 
should be considered. If, in addition, the patient 
has two or more of the following symptoms: cold 
intolerance, brittle nails, dry skin, lack of perspi- 
ration or menstrual difficulties, the diagnosis is 
probable. A slow pulse and a low awakening 
body temperature make the diagnosis even more 
secure. 

(Watson, B. A.: N. Y. State J. Med. 54: 2049, 1954.) 
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prepared exclusively from beef sources 
. .. provides whole gland medication 
at its best. Superior uniformity as- 
sured by chemical assay and biologi- 
cal test. 


Standardized equivalent to Thyroid, U.S.P.; tablets 
of %, 1 and 2 grains. Bottles of 100 and 1000. 


THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY « KANKAKEE, ILLINOIS 
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Medical School, Dr. Walter A. L. Thompson of New 
York University Postgraduate Medical School, Dr. 
Laurence F, Robbins of Massachusetts General Hospi- 
tal, Dr. E. C. Bartels of Lahey Clinic, Dr. Henry P. 
Laughlin of George Washington University Medical 
School and Dr. George L. Kelly of the Medical College 
of Georgia. At the annual banquet, Mr. Mac F. Cahal, 
executive secretary and general counsel of the Ameri- 
can Academy of General Practice, will be the guest 
speaker. 

The scientific sessions will be preceded with the 
annual business meeting which will include the elec- 
tion and reports of officers and committees. 

An interesting program is being arranged for the 
wives. In addition to the banquet, a cocktail party and 
reception will be held that evening. 
> The Mlinois chapter is planning its seventh annual 
postgraduate program, ‘‘Medicine for Today,” which 
will be divided into two sessions, one beginning 
October 3, running through November 18, omitting 
the week of October 24-28 for the chapter meeting, 
and one next spring, beginning April 12 and running 
through May 11. The program committee includes 12 
top doctors, with Dr. Robert M. Fonner, a member of 
the chapter’s commission on education, as chairman, 
and 16 cities as hosts to the. course. 

New ideas and methods in obstetrics and gynecology 
will highlight Illinois’ eighth annual scientific meeting 
in Springfield October 25-27. Other scientific subjects 
to be discussed will be anorectal problems, various 
forms of pathology of the head and neck, arthritis and 
hypertension, as well as a dip into some practical 
psychiatry. 
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to control 
any capillary or venous bleeding 
rapidly—within minutes, 


regardless of origin... 


to prevent 


surgical bleeding safely*... 








KOAGAMIN’ 


parenteral hemostat 


*Over a million doses given without a 
single reported side effect—including 
thrombosis. 


KOAGAMIN, an aqueous solution of oxalic and malonic 
acids for parenteral use, is supplied in 10-cc. 
diaphragm-stoppered vials. 


Z, than) CHATHAM PHARMACEUTICALS, INC. 


NEWARK 2, NEW JERSEY 
Distributed in Canada by 
06755 Austin Laboratories, Limited, Guelph, Ontario 
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2.5 mg.—5 mg. 
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WHILE YOU WERE OUT 


Message. Vynd, Guta calleA ag dl 
loomentt by ihching. Crue her yout neddage 
10 ude Calas for gia MWe 0 ai leseerdl 


Time 3. 30 PH. | “eo 


TELEPHONED | Lh PLEASE CALL - | WILL CALL AGAIN 












































é a _ 1% oz. tubes 
$ CALMITOL | and | Ib. jars 


the non-sensitizing antipruritic 


Shes. Looming g¢ CaSuec 155 East 44th Street, New York 17, N.Y. 
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WHAT OTHERS ARE SAYING... 


Here’s Help in Finding Good Family Doctor 


ONE OF THE BIG PROBLEMS of many families is, ‘“Where can 
we get a fine, friendly, capable and reliable general practi- 
tioner?” They want one who will be a family doctor and 
friend, and who will make calls when they need him. 
Fortunately, at last, there is a simple way of getting the 
name of such a doctor. Just write to the American Academy 
of General Practice, Broadway at 34th St., Kansas City 11, 
Mo. 

Some years ago a group of fine general practitioners 
founded this academy, and invited to membership all those 
fine general practitioners who wanted to keep studying and 
advancing themselves, just as a specialist has to keep study- 
ing and advancing himself all the time. 

Two years after they organized, they held a convention in 
Cincinnati, where I made one of the addresses. I will never 
forget that meeting because those fine men were obviously 
so eager for information and so anxious to get up-to-date on 
everything. They filled the big hall and then stood in the 
doors and windows and aisles; for several days they lis- 
tened from early in the morning until late at night. 

I sensed that here was a type of devotion to medical 
science that I had never seen before, and it thrilled me and 
made me proud to be a doctor. It made me think of my 
dear old doctor father who, even if he came in off the road 
at 11 p.m., tried to study a while. Then I learned that 
these general practitioners had agreed that each year they 
would attend a certain number of lectures and graduate 
courses. If they didn’t do this, they would be dropped 
from membership. They promptly founded a medical jour- 
nal which is one of the most attractive and most informative 
in the world today. For more than a year I had the privilege 
of being its editor. And today it is edited by my good friend, 
Dr. Hugh Hussey, of Washington, D.C. 

I was just reading in this journal that the Academy’s 
desire to furnish the names of members in any locality has 
brought in more than 500 letters a day, and more than 60 
telegrams, and many telephone calls. Inquiries have come 
in from families and corporations, chaitmen of corporation 
boards ; heads of civic health centers ; surgeons, pediatricians 
and industrial physicians and other specialists. 

The specialists want to know where they can find a good 
man to make the calls they don’t make. Some 90 per cent 
of the letters received were from people who want a family 
physician, and have not learned how they obtain a good 
one. It seems probable that the select members of the 
Academy, who are now trying to keep up to its high 
standards of yearly graduate education, are pretty certain 
to be the best general practitioners in a community. 

To cope with the tremendous appeal of the people for in- 
formation, the Academy Headquarters have put in a de- 
partment which will devote full time to answering letters of 
inquiry. In each case the writer will receive a list of the 
members of the Academy in his district or city —WaALTER 
C. ALvaREz, M.D., Chicago Sun-Times, July 29, 1955. 
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Another “First”?! 


MUMPS 
VACCINE 


A practical immunizing antigen for prevention of 
mumps in children or adults where indicated. 
Immunizes for about one year. 
Packages: 2 cc. vial (1 immunization), 

10 ce. vial (5 immunizations). 


LEDERLE LABORATORIES DIVISION 


AMERICAN id COMPANY 
PEARL RIVER, NEW YORK 











You'll like this sterilizer 
Why? it’s fast... it’s safe... and it runs itself 


Castle’s “777” SpeedClave heats to spore-killing tem- 
peratures in 4-8 minutes. No valves to fuss with . . . takes 
up less space than your office typewriter. 

This and other sterilizers and lights are described in 
Castle’s new booklet, “Doctor at Work.” Write for your 
free copy today. 








Castle Wouts ANd steRrwizers 


Wilmot Castle Co., 1723 E. Henrietta Rd., Rochester 18, N. Y. 
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poliomyelitis 
prophylaxis 
pitman-moore 


company 


division of Allied Laboratories, Inc. 
Indianapolis 6, Indiana 


an original producer of poliomyelitis vaccine (Salk) 
and poliomyelitis-immune globulin (gamma globulin) 
in one of America’s largest biological laboratories 
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